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 Abstract  
 
This banded dissertation explores opportunities for improved outcomes from the U.S. mental 
health system. A literature review was conducted to examine the significant events influencing 
the U.S. mental health system from the end of WWII to 2021. In addition, a thematic analysis of 
government documents highlighted the current outcomes of the U.S. mental health system for 
people with a serious mental illness. The findings showed that a disproportionate number of 
people with a serious mental illness are experiencing homelessness and incarceration. The 
reviews of both the historical trajectory and current status of the U.S. mental health system were 
conducted to aid in future planning to create better outcomes for people with a serious mental 
illness. Furthermore, an additional literature review of studies that used magnetic resonance 
imaging elucidated the current knowledge about serious mental illness. The magnetic resonance 
imaging data demonstrated, that for multiple serious mental illnesses, periods of active 
symptoms can result in structural changes in the brain which indicates the prevention of 
decompensation as a priority. Housing First is a model of prevention; however, the current data 
regarding this model are considered questionable due to quasi-experimental methods considered 
to be lacking in rigor. A systematic review of randomized controlled trials was conducted and the 
highest levels of evidence demonstrated that the Housing First model is more effective than 
treatment as usual with housing stability and cost-effectiveness outcomes. A national graduate-
level social work course was created to facilitate the expanded provision of the Housing First 
model with fidelity. 
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Opportunities for Improved Outcomes from the U.S. Mental Health System 
 
 The National Institute of Mental Health (NIMH; 2019) reported that 5.2% of the U.S. 
population lives with a serious mental illness, which equates to more than 10 million people. 
Efforts toward psychiatric deinstitutionalization led to a nationwide reduction of state psychiatric 
beds by more than 90% between 1955 and 2005, serving as the first stage of a plan to replace 
inpatient hospital services with community-based services (Duff, 2019). However, the transition 
was not fully realized due to multiple factors, such as the removal of Community Mental Health 
Center grants as part of the Omnibus Budget Reconciliation Act of 1981 (Duff, 2019), which 
created ramifications for those living with serious mental illness. One subsequent ramification is 
a disproportionate number of people with a serious mental illness experiencing homelessness, as 
indicated by the U.S. Department of Housing and Urban Development’s Annual Homeless 
Assessment Reports for the 2020 Point In Time (PIT) count. Another ramification is the 
disproportionate number of people with a serious mental illness experiencing incarceration 
(Beck, 2015; Copeland et al., 2009; Epperson et al., 2014; Al-Rousan et al., 2017). However, 
there are currently effective community mental health service models that can operate in unison 
and could be expanded.  
 In the post-deinstitutionalization era, there are few living arrangement options for people 
with a serious mental illness, which in combination serves as an inadvertent conduit towards 
homelessness and incarceration. Until the most recent decades, hospital beds were intended to 
provide a medically supported living environment. Serious mental illnesses occur in people at all 
income levels. However, many of them experience a downward economic drift during the course 
of illness because of high levels of associated unemployment (SAMHSA, 2020). As such, many 
of these individuals find themselves living below the poverty level, which limits their options for 
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living arrangements (SSA.gov, 2020). Family consequence and caregiver burden further confine 
living arrangement options (Gater et al., 2014). In both the fields of mental health and law 
enforcement there are motivations to utilize the criminal justice system for people with a serious 
mental illness rather than the mental health system (Watson et al., 2008; Lamb & Weinberger, 
2013). Without a long-term hospital bed, a living wage, or a family member’s home, people with 
serious mental illness experience an unintentional systematic funnel toward homelessness and 
the criminal justice system. These avenues do not provide adequate care for this at-risk 
population, but several evidence-based practices are available to mitigate many of these mental 
health system gaps and resulting consequences.   
 In an effort to facilitate a connection to outpatient services, clinicians and researchers at 
Mendota Mental Health Institute, a state psychiatric hospital in Madison, Wisconsin, began 
working with a multidisciplinary team in the community on a home-visit basis (Rochefort, 
2019). Intending to replicate a psychiatric hospital’s multidisciplinary team and approach, 
outreach teams included psychiatry, nursing, social work, substance abuse counseling, and 
vocational services (Johnson, 2011). The Madison model became known as Assertive 
Community Treatment, and Assertive Community Treatment teams were used regionally in the 
1970s and grew to national and international levels in the 1980s and 1990s (Rochefort, 2019).  
 Assertive Community Treatment was the beginning of portable holistic services and was 
demonstrated to be highly effective. More than 30 randomized controlled trials indicated that 
Assertive Community Treatment teams reduced rates of psychiatric hospitalizations, increased 
housing stability, and improved the subjective quality of life for people with a serious mental 
illness (Johnson, 2011). These benefits are important because people requiring mental health 
services face many barriers to attending a mental health appointment at a clinic, such as a lack of 
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transportation, a lack of insurance coverage, stigma, cultural factors, symptoms such as 
agoraphobia, paranoia, social anxiety, and hypervigilance associated with PTSD; and negative 
symptoms related to depression, (Cadigan et al., 2018; Gorman et al., 2011; Walker et al., 2015). 
Home-based holistic services remove these barriers by design; however, one still needs a home 
to benefit from them. 
 The Pathways Agency, a social service organization in New York, initiated the use of 
supported housing in private apartments for people with psychiatric disabilities who were 
homeless in the 1990s (Aubry et al., 2015). The approach was named Housing First because it 
operated in opposition to traditional supportive housing, which required that individuals meet the 
goals of stability via mental health treatment and sobriety before being referred to housing in an 
independent living setting. The Housing First model provides a housing rental subsidy and 
home-based supportive services through Assertive Community Treatment or intensive case 
management (Aubry et al., 2015) with the goal of increasing success by removing barriers and 
increasing motivation with collaboration.  
 Housing First’s theoretical framework has four principles: 1) the immediate provision of 
housing and consumer-driven services, 2) the separation of housing and clinical services, 3) the 
provision of support and treatment with a recovery orientation, and 4) the facilitation of 
community integration (Nelson et al., 2014). The principles of Housing First are designed to 
eliminate barriers to housing for people with a serious mental illness who are homeless (Aubry, 
et al., 2015). The authors explained the function of the principles as follows: The immediate 
provision of housing and consumer-driven services removes the traditional prerequisite barriers 
to attaining housing, such as establishing treatment goal attainment, which requires a significant 
period of time to demonstrate. The separation of housing and clinical services provides the 
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protection of a lease and removes the risk of a loss of housing due to rule violations, such as 
curfew violations or positive drug tests. Support and treatment with a recovery orientation build 
on people’s strengths, which increases motivation and the belief in oneself to be effective. 
Finally, community integration reduces stigma.   
 A research gap with Housing First evidence has been identified. For instance, the 
Australian Housing and Urban Research Institute noted concerns about quasi-experimental 
methods lacking rigor and peer review (Johnson et al., 2012). Mennemeyer et al. (2017) posited 
that the Housing First model poses the risk of unfavorable clinical outcomes, as well as 
producing an adverse taxpayer response. Woodhall-Melnik and Dunn (2016) recommended 
longitudinal data and subgroup data. Therefore, the objective of this systematic review of 
randomized controlled trials conducted on the Housing First model is to contribute to filling the 
research gap and responding to the above-noted concerns.   
Conceptual Framework 
 
 Addressing the complex needs of people with a serious mental illness requires a well-
rounded perspective to synthesize and use data from recent research. Therefore, the conceptual 
framework that informs this banded dissertation is a blend of humanistic psychology and the 
Recovery Model. Humanistic psychology and the Recovery Model provide viewpoints that 
further elucidate opportunities to provide services to people with a serious mental illness.  
Humanistic Psychology 
 Humanistic psychology has been referred to as the third wave of psychology following 
psychoanalysis and behaviorism (Waterman, 2013) and remains a prominent force in the fields 
of mental health and social services. This humanistic focus highlights the significance of the 
human and relational bases of the therapeutic process (Elkins, 2019). Rowan (2015) described 
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decades of early preliminary work that proved to be foundational for the later establishment of 
humanistic psychology. Beginning in the 1930s, essential contributions to the developing 
humanistic focus came from the work of Abraham Maslow, Carl Rogers, Rollo May, Gordon 
Allport, and James Bugental. Then, in 1949, Maslow and Anthony Sutich worked to cultivate 
this additional theoretical focus in the field of psychology by combining their previous work on 
self-actualization and growth experiences, respectively. Twelve years later, with the support of 
Brandeis University, the Journal of Humanistic Psychology and an association were established 
(Rowan, 2015). Fritz Perls and Irvin Yalom continued the development of humanistic theories 
that focus on the therapeutic relationship between clinician and client in long-term therapy with 
an emphasis on the present and looking toward the future (Waterman, 2013). 
 The classic origins of humanistic psychology are visible in contemporary humanistic-
based models. The humanistic psychology perspective includes, first, an understanding of 
therapeutic relationships and, second, an understanding of interventions that create an 
environment of safety and support. The related models, therefore, stress the significance of 
constructing a therapeutic environment supported by human and relational dynamics, which in 
turn provide opportunities for clients to experience personal growth at deeper levels than mere 
symptom reduction (Elkins, 2019). The effectiveness of these models was bolstered by a study 
conducted by University of Wisconsin researcher Bruce Wampold. Wampold conducted a meta-
analysis of hundreds of published studies to understand how therapy works and determine the 
aspects in the therapeutic process that account for its efficacy (Elkins, 2019). The primary 
finding of the meta-analysis was that human and relational factors are the most effective change 
agents in psychotherapy (Duncan, 2014; Elkins, 2016; Wampold, 2015).  
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 Many humanistic theories are incorporated in the Housing First model. For instance, 
Maslow’s classic hierarchy of needs is conspicuous in the contemporary Housing First model, 
with its priority of establishing a safe environment from which to grow and transform (Smith-
Trudeau, 2017). Furthermore, the contemporary humanistic theory of Motivational Interviewing 
is used as the intervention approach in Housing First (Aubry et al., 2015). Motivational 
Interviewing was developed from the classic humanistic person-centered approach of Carl 
Rogers, which emphasizes client transformation rather than a decrease in symptoms (Miller & 
Moyers, 2017). People with a serious mental illness would likely greatly benefit from service 
provision strategies designed to provide consistent support, including those that attend to the 
basic needs within their environment and therapeutic relationship that facilitate future growth.  
The Recovery Movement 
 The Recovery Movement began with the Civil Rights Movement (Ostrow & Adams, 
2012). Mental health clients were inspired to join the Civil Rights Movement because they 
observed other marginalized groups speaking out against social injustices and making progress 
toward equality. The National Association of Social Workers, the American Psychological 
Association, and many theorists all contributed to the formulation of the Recovery Model. The 
Recovery Model’s key tenets are optimism about recovery from mental illness, access to 
employment, the value of empowerment, and efforts to reduce internalized stigma (Warner, 
2009). According to the American Psychological Association (2012), recovery principles include 
a sense of agency/self-direction; person-centered individualized services; operationalized 
empowerment, including the ability to make choices; holistic entire-life services; nonlinear 
expectations; strengths building; respect; personal responsibility; and hope.  
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 The type of egalitarian, empowering lens offered by the Recovery Model aligns well with 
all three theoretical approaches connected with Housing First. The first approach, Motivational 
Interviewing, is a natural fit, in that, the intervention involves asking the client clarifying 
questions about their own goals and supporting those endeavors. Housing First is also client-
centered in its postmodern efforts to reverse the concept of treatment-first and the effort to 
demonstrate housing readiness (Aubry et al., 2015). Autonomy, individualism, incrementalism, 
pragmatism, humanism, and accountability without termination are the primary principles of 
Harm Reduction (Hawk et al., 2017). Harm Reduction provides clients with a sense of agency, 
which is in line with the Recovery Model. The pace of the reduction is set by the client. 
Summary of Banded Dissertation Products 
 This banded dissertation comprises three products that recognize and act upon 
opportunities for improvement in the U.S. mental health system. As stated, a combination of the 
two conceptual models of humanistic psychology and the Recovery Model serves as the 
conceptual framework, which is operationalized throughout the three products. The relationships 
among serious mental illness, homelessness, and incarceration are examined. This dissertation 
studies evidence from research regarding service models that focus on opportunities for 
improved outcomes for people with a serious mental illness. Additionally, a method to expand 
evidence-based practices is created in the transformation of society through education, in the 
tradition of Paulo Freire who actualized true democracy for Brazil through education (Goodman, 
2014). 
 The first product is a theoretical literature review and thematic analysis of government 
documents related to the intersection of people with a serious mental illness and the mental 
health system, the Department of Corrections, and homelessness. The paper uses a historical lens 
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to examine the organization of mental health services since the mid-1940s combined with 
contemporary neurobiological knowledge of serious mental illnesses. Magnetic resonance 
imaging data offer guidance for mental health service provision.   
 The second product is a systematic review of randomized controlled trials on the Housing 
First model. A five-database search with population, intervention comparators, outcomes, and 
study design (PICOS) inclusion criteria, which included outcomes containing evidence of 
housing stability (primary function) and cost-effectiveness (feasibility) was conducted. Each of 
the 20 articles on unique studies that met the inclusion criteria reported the finding of increased 
housing stability, and all four that measured cost-effectiveness demonstrated cost-effectiveness 
compared with treatment-as-usual.  
 The third product is a graduate-level social work course entitled SOWK 646 Classical 
and Contemporary Humanistic Practice Models. This course provides students with the 
opportunity to learn a blend of humanistic theoretical approaches that provide effective services 
for people with mental illness and are at disproportionate risk for homelessness or incarceration. 
Motivational interviewing, Housing First, and Harm Reduction are based on the work of Carl 




 Extensive evidence from magnetic resonance imaging studies of serious mental illnesses 
has demonstrated that periods of active symptoms can result in structural changes in the brain 
(Arnone et al., 2012; Cao et al., 2016; Kozicky et al., 2016; Li et al., 2020; McKinnon et al., 
2009; Sánchez-Morla et al., 2018). The changes include volume depletion and atrophy in areas 
that regulate emotions. The magnetic resonance imaging studies share the common conclusion 
that prevention should be the goal to preserve brain health (Arnone et al., 2012; Cao et al., 2016; 
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Kozicky et al., 2016; Li et al., 2020; McKinnon et al., 2009; Sánchez-Morla et al., 2018). 
Therefore, providing proactive and consistent services is indicated to possibly help prevent 
unnecessary acute decompensation (including active psychiatric symptoms) in people with a 
serious mental illness. The United States currently provides the opposite of consistent and 
prevention-focused mental health care. The current system is reactive, in that, people with a 
serious mental illness are being systemically funneled toward living environments rife with 
traumatic experiences that can trigger active symptoms. Data support this relationship between 
serious mental illness and homelessness and incarceration (Abramson, 1972; Al-Rousan et al., 
2017; Beck, 2015; Belcher, 1988; Copeland et al., 2009; Epperson et al., 2014; Gelberg, 1988; 
Steinwachs et al., 1992). Homelessness and incarceration often involve adverse or traumatic 
experiences that initiate periods of active symptoms (Hamilton et al., 2011; Harner & Riley, 
2013; Stumbo et al., 2015). For this reason, finding opportunities to improve the mental health 
system and provide more consistent and proactive services is essential. One of the most 
consistent and proactive forms of social service involves supportive housing, such as Housing 
First.  
 There is value in the systematic review of randomized controlled trials on the Housing 
First model, in that, systematic reviews and meta-analyses of randomized controlled trials offer 
the highest level of evidence in health care studies (Burns et al., 2011; Gopalakrishnan & 
Ganeshkumar, 2013; Stavrou, 2013; Thoma & Eaves, 2015). The data generated from reviews of 
Housing First trials can provide guidance regarding the provision of improved health care and 
living conditions for highly vulnerable populations. Each of the randomized controlled trials and 
subgroups of randomized controlled in the 20 journal articles that met inclusion criteria reported 
the finding of increased housing stability. Thus, these results positively answer the research 
Opportunities for Improved Mental Health Outcomes                                                                                10 
 
 
question, “Is the Housing First model effective at its primary function of attaining housing 
stability for people who are chronically homeless and disabled?” This greater understanding of 
the collective data on Housing First provides more opportunities for well-informed planning to 
generate more effective social services.  
 Furthermore, all four randomized controlled trials on the Housing First model that 
measured cost-effectiveness demonstrated that the model was more cost-effective than treatment-
as-usual. For instance, Gulcur et al. (2003) noted significantly higher costs with treatment-as-
usual compared with Housing First; although, specific amounts were not listed. Stefancic and 
Tsemberis (2007) noted that the yearly program expense per client in the Housing First model 
was $20,410, whereas the yearly cost with treatment-as-usual ranged from $24,229 to $43,530. A 
randomized controlled trial conducted by Aubry et al. (2016) found that the yearly program 
expense per client in the Housing First model with Assertive Community Treatment was $22,257 
(Canadian) with a $21,367 cost offset caused by saved expenses through the reduction of the use 
of outside services. Finally, Latimer et al. (2019) cited that the Housing First model program 
yearly cost was $14,496 per client with an additional $7,868 offset per client in savings from the 
lack of use of outside services. These results help to positively answer the second research 
question of whether Housing First is cost-effective; however, further research is indicated given 
the smaller sample size. 
 This banded dissertation includes a newly created 15-week Master of Social Work 
(MSW) course complete with a syllabus, assignments, assignment rubrics, and 15 weeks of 
PowerPoint presentation slides. This course will be submitted to the curriculum council of an R1 
university with a nationwide online MSW program. This author will request to teach and serve as 
the course lead for SOWK 646 Classical and Contemporary Humanistic Practice Models. The 
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goal of the course is to prepare graduate master’s level social workers across the nation to lead 
the implementation and operationalization of the Housing First model with fidelity despite the 
theoretical complexities.  
 Implications for Social Work Education 
 There is a need for formal education/training on Housing First, as indicated by the 
literature. Housing First provides barrier-free access to independent living for people with a 
serious mental illness who are chronically homeless, some of whom use substances to self-
medicate. Watson et al. (2017) indicated literature reviews and experiences as Housing First 
researchers as well as trainers led to a hypothesis of a lack of adherence to the Housing First 
model as it relates to Harm Reduction. The authors of this document review and document 
analysis are assessing fidelity to the model.  
 Watson et al. (2017) found poor fidelity to the Housing First model as it relates to 
the inclusion of Harm Reduction, which is an integral component of the model design. In 
fact, Pathways Housing First Fidelity Scale includes the scoring of Harm Reduction as part 
of the scale (Stefancic et al., 2013). Watson et al. (2017) analyzed 55 Housing First articles, 
and only 38.1% (21 of 55) mentioned Harm Reduction.  
 There are multiple other studies that indicate the need for formal education on the 
Housing First model. The U.S. Department of Veterans Affairs (VA) has embraced the 
Housing First approach by providing the program to over 85,000 veterans (Kertesz et al., 
2017). Eight VA medical centers were assessed and given fidelity scores on two occasions 
with a one-year gap between assessments. All scored with high fidelity on two Housing 
First domains: no preconditions to housing placement and rapid housing placement. 
However, the triage approach of the program was found to be implemented in an uneven 
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manner. Kertesz et al. noted that sufficient supportive services and the use of the Recovery 
Model both showed low fidelity. Interviews indicated that low fidelity in supportive 
services related to shortfalls in staff and training, and the client-to-staff ratios were greater 
than 20:1. Shortfalls regarding the use of the Recovery Model were related to interviewers 
coding staff to have a limited understanding of Harm Reduction and Housing First (Kertesz 
et al., 2017).  
 The outcomes of the systematic review conducted in this dissertation indicating 
effectiveness and cost-effectiveness and the evidence from the literature indicating a lack of 
fidelity to multiple humanistic theories used in the Housing First approach support the 
notion that a higher education course geared toward these principles is needed. Formal 
higher education coursework on the current theories used in the Housing First model, as 
well as the foundational theories they are built upon, would prevent excessive model drift. 
Without dedicating time and effort to the study of Harm Reduction, practitioners may be 
unaware of their lack of fidelity to the model. The lack of mastery of a theory robs the 
practitioner of the opportunity to self-monitor in an internal, cognitive fidelity scoring 
process and then self-correct. By educating graduate social workers in a national school of 
social work the potential for those who serve in agency leadership positions and oversee the 
implementation of evidence-based practices with fidelity. The goal is to have other schools 
of social work replicate the course content so organizations across the nation can have the 
ability to continue to expand their use of the model with fidelity. A systematic effect on 
social services at a national scale would preferably include increased outcomes of mental 
health services for people with a serious mental illness.  
 
Opportunities for Improved Mental Health Outcomes                                                                                13 
 
 
Implications for Future Research 
 Despite both the primary function of housing stability and the cost-effectiveness of 
Housing First being supported by the research reviewed in this dissertation, further research 
is required for the results to be generalizable. For instance, more detailed and consistently 
measured cost-effectiveness studies are required. One of the four randomized controlled 
trials did not list dollar figures, and another listed a range without specifications. Two of the 
four trials measured the cost offset, but the other two did not.   
 Additionally, the reviewed Housing First model randomized controlled trials carry 
the prospect of intervention bias due to a variation in service provisions. Some of the 
Housing First practitioners who provided Motivational Interviewing and Harm Reduction 
services in the trials did so as part of Assertive Community Treatment teams. In other 
randomized controlled trials, the clinical services were provided by intensive case 
management teams. Assertive Community Treatment and intensive case management are 
distinct service provision models. There are differences in discipline representation on the 
teams, client-to-staff ratios, philosophies, and availability of Assertive Community 
Treatment teams and intensive case management teams (Goering et al., 2011).  
 For decades, evidence has demonstrated the efficacy of the Assertive Community 
Treatment model (de Vet et al., 2013). Yet, certain findings have also demonstrated poor 
fidelity to the Assertive Community Treatment model, which resulted in significantly lower 
outcomes (Dieterich et al., 2017). Goering et al. (2011) noted that Assertive Community 
Treatment was used with high-intensity cases and intensive case management was used 
with people with a serious mental illness who have moderate needs. However, all people 
who are chronically homeless and have a serious mental illness who meet the triage criteria 
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for placement in the Housing First model would be considered a high-intensity case due to 
vulnerability index scores indicating a high-lethality risk. Given the data supporting the 
Housing First model and Assertive Community Treatment compared with treatment-as-
usual, the exclusive combination of the housing model and service model warrants further 
study.  
 Research with a higher level of detail within the findings is possible if a designation 
is made between Assertive Community Treatment paired with the Housing First model-only 
and intensive case management paired with the Housing First model-only. Likewise, 
Housing First fidelity scales conducted with the agencies studied and consistent financial 
measurements would provide further beneficial details. Additionally, conducting mixed-
methods research with coded interviews of Housing First participants would bring 
qualitative context and meaning to the housing stability percentages. The data from mixed-
methods research could inform policy decisions.  
Conclusion 
 The U.S. mental health system has evolved in an uneven manner since 1945 
throughout numerous administration shifts. There is a disproportionate number of people 
with a serious mental illness who are homeless or incarcerated. Homelessness and 
incarceration can elicit periods of active symptoms and compound the challenge of 
managing a serious mental illness. The Housing First model has gained momentum, but 
questions regarding the evidence supporting the model exist. The Housing First model has 
demonstrated through randomized controlled trials to be effective at a significantly higher 
rate than traditional practices in social services in meeting its primary goal of housing 
stability for people with disabilities who are homeless. This model has also proven to be 
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cost-effective. As such, Housing First is the proper subject for continued application in 
serving people with a serious mental illness who are homeless. Ideally, the results of this 
research can influence governmental policy, social service practice, and graduate-level 
teaching. Given the reality of the Housing First model requiring the mastery of the theories 
of Motivational Interviewing and Harm Reduction, a graduate course in social work has 
been developed to provide this direction and fully educate practitioners. Optimistically, the 
course will serve as a content model that will be replicated by other schools of social work 
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A correlation exists between administration shifts in the United States and shifts in its mental 
health system. During the years of deinstitutionalization, varied decisions regarding the levels of 
federal and state funding designated for mental health created a lack of a comprehensive follow-
through for community mental health services. As a result, a disproportionate number of people 
with a serious mental illness are currently homeless and a disproportionate level of people with a 
serious mental illness who are incarcerated. Furthermore, longitudinal research using magnetic 
resonance imaging of the brain conducted in the past decade demonstrates that the majority of 
people with a serious mental illness undergo structural changes to the brain during periods of 
active symptoms, including atrophy in areas related to the processing of emotions. Therefore, the 
conclusion of the longitudinal research proposes that preventing decompensation in people with 
a serious mental illness through consistent care is paramount to avoid worsening conditions. 
There is evidence that current service models can help reduce homelessness and incarceration for 
people with serious mental illnesses and reduce the related adverse experiences and traumas 
known to trigger active symptoms.    
 Keywords: deinstitutionalization, serious mental illness, neuro-progression, 












 This theoretical paper aims to combine a brief historical review of the U.S. mental health 
system from 1945 until the present with a current understanding of some of the major health 
conditions served by the mental health system. Although research findings related to serious 
mental illness continue to increase, the emerging literature is not synthesized at this time. The 
objective of this paper is to provide an in-depth understanding of the history of mental health 
service providers, including how the system has evolved, and incorporate contemporary 
knowledge to determine the best avenues for improving service provisions. By following the 
thread of service provision from the past to its current state and combining that information with 
advances in multiple areas of the field, a more comprehensive and informed perspective on how 
to approach intentional future endeavors can be achieved.   
Building Blocks of Deinstitutionalization 
 Several factors converged to create radical changes in service provisions for the mental 
health system. A significant shift in the evolution of the U.S. mental health system was related to 
the opportunity that arose from the advent of psychotropic medications in the 1950s (Givens, 
2016). Researchers discovered serendipitously that medications that block dopamine receptors 
(specifically the D2 receptor) on an ongoing basis caused adaptations that included an 
antipsychotic effect (Marder & Cannon, 2019). The concept of outpatient services rather than 
long-term hospitalizations became viable with antipsychotic medications. There was more than 
one factor. 
 Shortly after the end of World War II, images of psychiatric hospitals resembling 
prisoner-of-war camps were published in an article titled “Most of the U.S. Mental Hospitals are 
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a Shame and Disgrace” in Life magazine, which became a building block of the 
deinstitutionalization era (Maisel, 1946). Two state psychiatric hospitals featured in that exposé 
were Ohio’s Cleveland State Hospital and Pennsylvania’s Philadelphia State Hospital at Byberry  
(Maisel, 1946). The exposé provided motivation for a change within the mental health system 
and the use of state psychiatric hospitals.  
 Community services, instead of long-term hospitalizations, became a more feasible 
option with health insurance, an income, and psychotropic medication. Congress voted for the 
Disability Income Program (Title II of the Social Security Act), and President Eisenhower signed 
the act in 1954 (Sharfstein, 2000). In 1965, President Lyndon Johnson and Congress enacted 
Medicare and Medicaid under Title XVIII of the Social Security Act, which provided medical 
insurance for seniors and people with a disability (Fallon & Watson, 2020).  
 The Recovery Movement was also a motivating factor in deinstitutionalization. 
Beginning as part of the Civil Rights Movement in the 1970s, the Recovery Movement aimed to 
promote the concept that people living with mental illness were capable of being part of 
mainstream society and should be treated accordingly (Davidson, 2016). The movement was 
strengthened by the desire of mental health consumers to gain a voice within the mental health 
system (Ostrow & Adams, 2012). Many of those consumers became more empowered to have a 
say in their treatment protocols as a result of the movement (Davidson, 2016).  
 The enactment of the Lanterman, Petris, Short Act created a significant change in the 
criteria needed to facilitate an involuntary psychiatric hospitalization. Signed into law in 1967 by 
then California Governor Ronald Reagan, who wanted to cut back on government spending 
(Burbank, 1992), this new legislation overrode the previous standard in which the burden of 
proof for an involuntary psychiatric hospitalization required establishing that the person had a 
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mental illness and was in need of mental health services (Burbank, 1992). The act, which was 
operationalized in 1972, now required a civil commitment hearing beginning with a petition for 
an involuntary psychiatric hospitalization (Freeman, 1971) and stated that involuntary 
psychiatric hospitalization was only an option if there was evidence of an imminent risk of safety 
(Warren, 1977). The standard for imminent risk focused on the danger to a person with mental 
illness as a result of their being so gravely disabled that they could not care for themselves 
(Warren, 1977). The need for directly observed evidence of a threat to self or others reduced the 
number of people admitted into state psychiatric hospitals and shortened the length of stays. 
The Implementation of Deinstitutionalization  
 President John F. Kennedy made the following statement regarding initiating 
deinstitutionalization to Congress in a hearing on mental illness and mental retardation in 1963: 
“When carried out, reliance on the cold mercy of custodial isolation will be supplanted by the 
open warmth of community concern and capability. Emphasis on prevention, treatment, and 
rehabilitation will be substituted for a desultory interest in confining patients…” (SAMHSA, 
2016, p. 1). President John F. Kennedy’s assassination occurred nine months later, and the 
follow-through of the transition to community services was uneven.    
 The U.S. census in 1955 reported that 558,239 patients with a serious mental illness were 
living in state psychiatric hospitals (Torrey, 1997). There was a 96.5% decrease in available state 
psychiatric hospital beds as part of a federal plan known as deinstitutionalization initiated by 
President John F. Kennedy (Torrey et al., 2016). There are fewer inpatient psychiatric beds in 
state hospitals now than there were at any point in American history dating back to1850, with 
11.7 beds for every 100,000 people (Torrey et al., 2016).    
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 The U.S. federal plan was for community mental health centers to provide service for 
geographic areas with populations ranging from 75,000 to 200,000 people, which were referred 
to as “catchment areas” (Sharfstein, 2000). The community mental health centers were meant to 
provide consultation, education, outpatient services (including day programs), and emergency 
services (including inpatient units). Amendments were passed by Congress that added services 
for seniors, children, substance use disorders, and housing. The United States was separated into 
3,000 catchment areas with the intention to create complete national coverage by the mid-1970s, 
but that intention was not met (Sharfstein, 2000). Congress did not appropriate the funding to 
provide coverage for 50% of the catchment areas during the planned timeframe.  
 In an endeavor to bolster President John F. Kennedy’s original effort, the Mental Health 
Systems Act of 1980 (Public Law 96–398) was signed by President Jimmy Carter (Sharfstein, 
2000), but the act was repealed in 1981 by President Ronald Reagan (Duff, 2019). In its place, 
the Omnibus Budget Reconciliation Act of 1981 was created, which replaced the designated state 
grants allotted for community mental health centers with undesignated block grants, and the 
transition from hospital care to community care was not fully realized (Duff, 2019). The loss of 
federal funding specifically tied to mental health services undermined the federal leadership of 
the transition.  
Funding Shifts Lead to Unintended Consequences Because of Gaps in Service Provision           
 Data from each decade of deinstitutionalization demonstrate an intersection between 
serious mental illness and homelessness and incarceration. After the Lanterman, Petris, Short Act 
was passed, Abramson (1972) conducted a study and found that the number of people judged to 
be incompetent to stand trial had doubled and that there was a 36% increase in people with a 
serious mental illness in the San Mateo County Jail. In the subsequent decade, a study by Belcher 
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(1988) showed similar outcomes. Belcher followed former patients at a state psychiatric hospital 
and found that more than half of them were homeless and almost one-third had been incarcerated 
six months after discharge. The National Alliance on Mental Illness (NAMI) surveyed 1,401 
families with a relative with a serious mental illness and found that 40% of the relatives with a 
serious mental illness had been incarcerated (Steinwachs et al., 1992). 
 The benevolence intended with deinstitutionalization has had paradoxical effects. 
Families frequently become overwhelmed by the burden of caregiving and risk experiencing 
mental health symptoms themselves as a result (Ennis & Bunting, 2013). If residing in a hospital, 
or with family is not an option and there are too few social service agencies with housing options 
to meet the need then the risk of homelessness becomes greater for people with a serious mental 
illness. The first U.S. Department of Housing and Urban Development (HUD) Annual Homeless 
Assessment Report (AHAR) to Congress was created in 2007 and described the 1980s as a 
significant timeframe in which the requests for homeless services substantially increased due to 
several factors, including a lack of sufficient support for people with a serious mental illness (p. 
37). The 2007 U.S. HUD Annual Homeless Assessment Report report further noted that their 
data indicated that 25% of the adult homeless population lived with a disability, which is 
consistent with previous research suggesting that disabilities such as a serious mental illness put 
people at risk for homelessness (p. iv).   
 The intersection between deinstitutionalization and people with a serious mental illness 
experiencing homelessness has persisted for decades. In a previous generation, more than a half-
million people with a serious mental illness would have lived in a hospital. According to the 
HUD’s 2019 point-in-time (PIT) count, there were 116,179 homeless people in the United States 
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with a serious mental illness, which accounted for the largest subgroup of the homeless 
population.    
State Psychiatric Hospitals Decrease their Census while Prisons Increase their Census  
 During the timeframe that state psychiatric hospitals were being shut down with 
expediency, the prison capacity was increasing at a similar rate. In both the total number of 
people and the percentage of the general population in the United States, the number of people 
incarcerated in this country has increased with abundance. According to the U.S. Department of 
Justice (DOJ) Statistics, the number of individuals in prison in 1970 was 196,429; in a 2020 
report from the Bureau of Justice Statistics (BJS), this figure grew to 1,465,200 in 2018 (Carson, 
2020). Another 2020 report from BJS indicated that an additional 738,400 people were held in 
county and city jails across the United States in 2018. Furthermore, the incarceration rate in 2018 
was 431 of every 100,000 people on average (Carson, 2020), which was an immense increase 
from the previous rate of 96 people of every 100,000 in 1970 (Western et al., 2014). This 
increase in incarceration rate in the United States ended a 50-year period of prison population 
stability before the 1970s (Western et al., 2014). This increase in incarceration rate makes the 
U.S. prison population 25% of the total prison population in the world, despite the United States 
only accounting for 5% of the total world population (Collier, 2014). People with a serious 
mental illness are a component of the increased prison population.   
 The intersection between people with a serious mental illness experiencing incarceration 
has increased during the period of deinstitutionalization. The level of incarceration over the past 
four decades in the United States is unparalleled, with the number of people in prison growing to 
seven times that of the previous population (Epperson & Pettus-Davis, 2015). More than 375,000 
people with a serious mental illness are currently incarcerated, instead of living in therapeutic 
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settings or independently in a community with support (Epperson et al., 2014). Most of these 
people were convicted of minor offenses such as disturbing the peace, disorderly conduct, 
trespassing, drug possession, or illicit drug use (Kim et al., 2015). People with a serious mental 
illness generally have longer jail stays, return to jail with greater frequency, and incur greater 
costs for jurisdictions than the general public (Kim et al., 2015). The reduction of long-term 
psychiatric beds hospital by more than 500,000 coincides with the contemporary count of 
491,000 people with a serious mental illness who are homeless or incarcerated as described by 
Epperson et al., and the HUD’s 2019 Point In Time (PIT) count.     
Materials and Methods 
 General internet searches were conducted with the Google search engine in an effort to 
collect information from federal agencies. Searches were conducted for U.S. HUD Annual 
Homeless Assessment Report for the 2020 Point In Time count and the Point In Time counts for 
multiple years in the past decade, as well as for information from a branch of the U.S. 
Department of Health and Human Services and the Substance Abuse and Mental Health Services 
Administration (SAMHSA). The information sought included the Treatment Improvement 
Protocol (TIP) series for Trauma-Informed Care in Behavioral Health Services and the Uniform 
Reporting System (URS) for employment rates. Several general internet searches were further 
made for information from the U.S. Department of Justice.  
 Numerous keyword searches of the University of Southern California’s library systems 
were conducted in a literature review. The keyword searches included deinstitutionalization, the 
Community Mental Health Act, trans-institutionalization, serious mental illness, homelessness, 
caregiver burden with schizophrenia, neuro-progression with bipolar disorder, neurotoxicity with 
schizophrenia spectrum disorders, complex trauma, grey matter volume changes, neurocognitive 
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trajectory, and therapeutic alliance. The searches produced numerous relevant studies with 
significant findings that provide valuable insight into effective service provision. Relevant 
studies and data were located during the literature review, and government document thematic 
analysis, which is shared below in the Results section.  
Results 
Low Access to Mental Health Services, Low Income, and Caregiver Consequences  
 There are both historical and contemporary data demonstrating the lack of connection 
between mental health service providers and people with a serious mental illness which results in 
poor outcomes. In 1985, Gelberg (1988) conducted a study surveying 529 people who were 
homeless in Los Angeles County, California. The results of Geldberg’s study showed that 29% 
of the sample had previously been patients in a psychiatric unit, 6% of which had been to a 
community mental health center in the previous 30 days and more than 50% had not been to a 
community mental health center in five years. The Geldberg study findings demonstrate the loss 
of mental health services that occurred during the transition from inpatient care to outpatient 
care, and for many the result of this lost connection is homelessness.   
 The lack of connection between people with a serious mental illness and mental health 
services has persisted from the 1980s to contemporary times. More than one-third of adults with 
a serious mental illness (more than 3.3 million people) are not receiving any mental health care 
treatment (CBHSQ; 2017, p.13). The loss of connection to mental health services is one of 
several barriers to a secure and healthy environment for people with a serious mental illness.  
 An extraordinarily high unemployment rate is a barrier for people with a serious mental 
illness to meeting physiological and safety needs.  A 2019 U.S. federal Substance Abuse and 
Mental Health Services Administration (SAMHSA, 2020) report titled, “Outcomes Domain on 
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the Employment Status of Adult Mental Health Consumers Served in the Community by 
Diagnosis,” which provides the percentage of known employment status for people with serious 
mental illness in the United States, listed a 9.2% employment rate for people with schizophrenia 
and related disorders and 22.3% employment rate for people with bipolar and mood disorders. 
Therefore, the unemployment rate in 2019 for people with schizophrenia was 91.8% and 77.7% 
for people with bipolar and mood disorders. This level of unemployment leads to the majority of 
people with a serious mental illness relying on federal disability as the source of income which is 
a very low level of income.  
 Schizophrenia is often referred to as a disease of adolescence, given the age at the onset 
of symptom presentation tends to be during the teenage years through the early thirties (Marder 
& Cannon, 2019). At this time of life, young people are generally preparing for a career. The 
federal disability payment system operated through the Social Security Administration 
determines the amount of the monthly disability payments based on contributions made from 
employed paychecks (Morton, 2018). With fewer than ten years of work contributions, a 
disabled person is not eligible for Social Security Disability Insurance (SSDI) but, instead, 
receives a lower fixed payment from Supplemental Security Income (SSI; Morton, 2018). As of 
January 1, 2020, the Federal SSI monthly benefit rate is $783, which is an annual income of 
$9,369 (SSA.gov, 2020). According to the U.S. Department of Health & Human Services, this 
$9,369 annual income is 26% less than the 2020 poverty line for one person, which is $12,760. It 
is difficult to maintain all the financial needs of a household living far below the poverty line.  
 The consequences of serving as a caregiver to a family member with the diagnosis of 
schizophrenia can result in a decision not to serve in the role out of self-preservation. Gater et al. 
(2014) conducted a study to better understand the personal experiences of caregivers to people 
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who have the diagnosis of schizophrenia. In-person interviews with unpaid caregivers and 
grounded theory were used for the analysis of transcripts. The findings suggested that people 
with schizophrenia are generally dependent on their caregivers and that caregivers’ lives are 
negatively impacted by their role in numerous ways. Caregivers noted an impact on their own 
emotional and physical health, including anxiety, depression, fatigue, and illness. Caregivers also 
noted an impact on their career and relationships with their family. The researchers, therefore, 
concluded that improving caregiver burden is essential for both individual and societal costs 
(Gater et al., 2014). As many family members conclude that supporting a person with a serious 
mental illness in one’s home is not a sustainable option another safety net housing option is 
eliminated.  
Limited Services, Low Income, and Caregiver Consequences Increase Poor Outcomes  
 Being homeless puts people at risk for incarceration and vice versa. Copeland et al. 
(2009) conducted a study to pinpoint modifiable treatment factors connected with negative 
outcomes for V.A. patients with bipolar disorder. The research team recruited 720 veterans who 
met the inclusion criteria and received 435 survey responses. Among the sample of homeless 
veterans with bipolar disorder, 55% had been homeless and 55% had been incarcerated. 
Copeland et al. found that veterans with a serious mental illness with one experience of 
homelessness in a lifetime were linked to a quadrupled risk of incarceration. Copeland concluded 
that the evidence demonstrates a bi-directional relationship between homelessness and 
incarceration, with an experience of either one making the other more likely. The relationship is 
such because homelessness can lead to crimes such as loitering, public urination, and subway 
turnstile jumping, which are arrestable offenses. Likewise, upon release from prison, a criminal 
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record is visible on job and apartment applications and can often serve as a barrier to 
employment and housing.  
 The intersection between a serious mental illness and incarceration has been 
demonstrated in multiple studies and from multiple sources on a large scale ongoing basis.  Al-
Rousan et al. (2017) conducted a prevalence study in Iowa’s prison system. The researchers 
accessed the Iowa Corrections Offender Network, which is a database that holds the health 
information, including diagnoses, of each prison inmate in the state. The researchers found that 
48% of the prisoners were diagnosed with a mental illness, 29% of which were serious mental 
illnesses. Of the 8,574 inmates enrolled in the study, 2,452 were diagnosed with a serious mental 
illness. The researchers hypothesized that the violence, social isolation, and lack of support in the 
prison environment could be sufficiently traumatic and trigger psychiatric symptoms (Al-Rousan 
et al., 2017). As is the case with homelessness the environment of a prison is threatening, lacking 
a social network, and as such presents a combination of experiences that could activate 
psychiatric symptoms with reductions in resources to cope.    
 The Department of Justice acknowledges the intersection of serious mental illnesses and 
the criminal justice system in reporting the number of people with a serious mental illness in jails 
and prisons. A U.S. Department of Justice 2017 Special Report indicates that per self-report, 33% 
of men in prison and 41% of men in jail were previously diagnosed by a mental health 
professional as having a mental health disorder. The numbers are twice as high for women, with 
66% of female inmates in prison and 68% in jails having been previously diagnosed with a 
mental health disorder. U.S. Department of Justice statistics report a history of a psychiatric 
hospital or psychiatric facility stay during the previous year in 31% of prison inmates and 25% of 
people in jail (Beck, 2015). The acknowledged large-scale intersection of serious mental illness 
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in a psychiatric symptom-triggering environment on an ongoing basis indicates a systematic risk 
for the worsening of mental health conditions.    
Periods of Active Mood Symptoms Induce an Increased Level of Brain Structure Changes 
 A loss of working memory is a substantial impairment particularly in consideration of a 
nationwide systemic risk for this loss for people with a serious mental illness. Sánchez-Morla et 
al. (2018) conducted a longitudinal study with a baseline comprehensive neurocognitive battery 
assessment with people diagnosed with bipolar disorder during a period of stability and at a five-
year follow-up point. The study results showed an inverse relationship, in that, people with 
bipolar disorder who had a greater number of manic episodes had a lower score on the 
neurocognitive composite index after five years. The study results indicated that a high number 
of manic episodes correlated to a decreased working memory (holding onto incoming 
information) and deceased visual memory (the ability to recall images). The study authors 
concluded that preventing the occurrence of manic episodes could be beneficial for the 
preservation of cognitive function (Sánchez-Morla et al., 2018). Prevention of working memory 
loss is indicated from this and other studies.  
 In addition to periods of active manic symptoms periods of active depressive symptoms 
also harm brain structure and brain health. Cao et al. (2016) noted the finding from their study 
that people with bipolar disorder experienced progressive atrophy resulting in a decrease in the 
hippocampus volume with impairment to memory recall in an inverse relationship with the 
number of episodes of active symptoms. The more episodes of active symptoms, the greater the 
decrease in hippocampus volume. Memory recall loss was most prevalent during the midway 
stages of the bipolar disorder life course, and more obvious memory recall losses were seen at 
later stages of the disorder. The researchers concluded that mental health approaches geared 
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toward preventing progressive atrophy of the hippocampus are indicated. The recommendation 
of efforts to prevent periods of active psychiatric symptoms is echoed by numerous studies.  
 In addition to the risk of working memory loss, the loss of emotion regulation for people 
with a serious mental illness can result from structural brain changes secondary to periods of 
active symptoms. Kozicky et al. (2016) conducted a study with subjects who had been diagnosed 
with bipolar disorder and healthy subjects using magnetic resonance imaging to establish a 
baseline, with a follow-up magnetic resonance imaging after one year. The results showed that 
neural region gray matter volume was essential for the regulation of emotions, and new gray 
matter volume loss was found in the participants with recurrent mood episodes. Kozicky et al. 
concluded that gray matter volume loss might be an avoidable characteristic of bipolar disorder, 
in that, the data point to the benefits of sustained remission. Kozicky et al. (2016) recommended 
approaches for limiting the progression of this disorder. 
 Systematic reviews and meta-analysis studies, generally considered to be the highest 
quality of evidence, also present the findings of structural brain changes from periods of active 
symptoms indicated by magnetic resonance imaging brain scans of people with a serious mental 
illness. Arnone et al. (2012) conducted a systematic review and random-effects meta-analysis of 
research that included magnetic resonance imaging of unipolar depression. Unipolar depression 
was indicated to be associated with decreased brain volume, particularly in the areas of the brain 
used for emotional processing. These areas include the frontal cortex, orbitofrontal cortex, 
cingulate cortex, striatum, and hippocampus. One of the studies in the systematic review 
conducted by Arnone et al. (2012) was a meta-analysis conducted by McKinnon et al. (2009). 
 The compilation of studies brings a substantial amount of data on brain health for people 
with a serious mental illness which provides clear direction for consistent and preventative social 
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service provision. McKinnon et al. (2009) conducted a meta-analysis of 32 studies that used 
magnetic resonance imaging of the hippocampus volume of more than 2,000 participants to learn 
about the brain health of people with a major depressive disorder. People with fewer than 2.1 
years of living with a major depressive disorder showed no decreases in the volume of the 
hippocampus. People who had their initial episode of depressive symptoms did not demonstrate 
any difference from the control groups. People who experienced a moderate number of major 
depressive episodes had an average of 4.6% volume loss on the left and 5.4% volume loss on the 
right hippocampus. McKinnon et al.’s (2009) findings were consistent with the results of meta-
analyses of hippocampus reduction for people with a major depressive disorder by Campbell et 
al. (2004) and Videbech & Ravnkilde (2004). 
 The magnetic resonance imaging studies with findings of decreased brain volume as a 
result of episodes of major depression apply to many people with the diagnosis of schizophrenia 
given the amount of comorbidity. Li et al. (2020) conducted a meta-analysis of 53 studies with a 
total of 9,879 people diagnosed with schizophrenia. The finding of the meta-analysis was a 
28.6% comorbidity rate of depression among the sample. The conclusions from Li et al. (2020) 
included a recommendation for psychosocial interventions. The mood disorder magnetic 
resonance imaging studies findings apply to many diagnoses of serious mental illness.   
Adverse Life Experiences and Trauma Can Trigger Periods of Active Symptoms 
 Research has demonstrated the impact of environment and lived experiences on serious 
mental illnesses. Stumbo et al. (2015) conducted a two-year mixed-methods study of serious 
mental illness with 177 study participants diagnosed with schizophrenia, schizoaffective 
disorder, affective psychosis, or bipolar disorder. The results of standardized self-reported data 
from the study participants included high levels of adverse experiences during both childhood 
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(91%) and adulthood (82%). Linear regression analyses demonstrated adverse experiences in 
adulthood to be more accurate indicators of outcomes such as increased psychiatric symptoms. 
The researchers concluded that more significant benefits would come from centering clinical 
efforts on adult experiences (Stumbo et al., 2015). The study results of a safe environment for 
adults with a serious mental illness provides guidance for mental health policy and practice.    
 There are factors during incarceration which can contribute to the activation of mental 
health symptoms for a person with a serious mental illness. Harner and Riley (2013) conducted a 
study with women in prison on the impact of incarceration on their mental health. The 
researchers received 445 completed surveys and had 65 women attend focus groups. The 
researchers found several themes in the responses regarding why many women feel their mental 
health became worse while incarcerated. The themes included fear, stress, family separation, 
disempowerment, lack of a sense of collaboration with health care providers, lack of the option 
to choose a health care provider, lack of the ability to voice dissatisfaction with health care for 
fear of repercussions, and poor treatment by both correctional officers and health professionals 
(Harner & Riley, 2013). The themes noted do not promote equilibrium or mental health.     
 Data from the federal government demonstrate the complexity of concerns with the 
adverse life experiences activate periods of active symptoms phenomenon, particularly as it 
relates to confinement. Restrictive housing is also referred to as administrative segregation or 
Solitary confinement. U.S. Department of Justice data from 2011 to 2012 on the use of restrictive 
housing within U.S. prisons and jails showed that restrictive housing was also referred to as 
administrative segregation or solitary confinement and generally consisted of fewer privileges, 
less involvement in programming, and less human interaction (Beck, 2015).  Social isolation is 
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not ideal for a person with a serious mental illness trying to prevent periods of active symptoms 
and preserve brain health.  
 Furthermore, the U.S.Department of Justice report stated that incarcerated people with 
mental illness were disproportionately placed in restrictive housing (Beck, 2015). In fact, among 
prison inmates placed in restrictive housing during the previous year, 29% presented with active 
symptoms indicating serious psychological distress, and the same result was found for 22% of 
people in jail. These percentages are contrasted with only 14% of people without psychological 
symptoms in prison and 12% of those in jail being placed in restrictive housing (Beck, 2015).  
Disproportionately using restrictive housing for people who are particularly at risk illuminates 
the concerns of decreased psychiatric hospital capacity while increasing prison populations.    
 In addition to the incidence of incarcerated persons with a serious mental illness placed in 
restrictive housing, the average length of the stay in restrictive housing is a factor. The U.S. 
Department of Justice report highlighted restrictive housing stays of 30 days or longer. Among 
prison inmates in general, 10% typically spent a month or more in restrictive housing, and the 
same was true for 5% of all people in jail (Beck, 2015). In comparison, 24% of those with active 
symptoms of serious psychological distress in prison and 35% in jail were considerably more 
likely to be in restrictive housing for more than a month (Beck, 2015). Disproportionate lengths 
of stay in restrictive housing for people with a serious mental illness in conjunction with a 
disproportionate rate of use of restrictive housing compounds the risk of active symptoms. 
 A meta-analysis of the literature on the predictors of restrictive housing placement was 
conducted by Labrecque (2018). The study noted that a dichotomy regarding the purpose and 
function of the use of restrictive housing emerged in the literature, such as increased safety for 
correctional institutions by temporarily removing violent inmates. Another function surrounded 
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the use of restrictive housing as a tool for prison officials to unfairly punish specific inmate 
groups due to the known serious psychological harm of solitary confinement (Labrecque, 2018). 
The study results of this investigation indicate that both safety and punishment were found to be 
purposes of using restrictive housing for people with a serious mental illness.  
Effective Service Models that Prevent Homelessness and Incarceration  
 The Housing First model is an effective model which provides a stable and safe 
environment and support. A randomized controlled trial conducted by Adair et al. (2017) found 
that 73% of people with a mental illness who were previously homeless maintained housing 
stability after two years with the Housing First model compared to 43% with a treatment-as-
usual approach. Stergiopoulos et al. (2019) conducted a longitudinal randomized controlled trial 
of the Housing First model and found that after six years, 85.51% of homeless adults with a 
serious mental illness who were considered to need a high level of support achieved housing 
stability with Housing First compared with 60.33% of those undergoing treatment-as-usual. The 
Housing First Model routinely uses Assertive Community Treatment, a team-based home visit 
service model, and a well-established evidence-based practice for adults with serious mental 
illness, as its service provision model. 
 There is data that Assertive Community Treatment reduces time spent incarcerated for 
people with a serious mental illness and the model is underutilized. A randomized controlled trial 
conducted in California found that people with serious mental illness receiving Assertive 
Community Treatment services experienced 36% fewer jail bookings over the course of one year 
than those not receiving assertive community treatment services (Cusack et al., 2010). The study 
findings also reported that people in the randomized controlled trial who did not receive 
Assertive Community Treatment services as a result of the increased bookings had 48% more 
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nights spent in jail. A randomized controlled trial conducted in New York found that people with 
a serious mental illness receiving Assertive Community Treatment services spent almost half the 
nights in jail as the treatment-as-usual control group (Lamberti et al., 2017). According to the 
U.S Substance Abuse and Mental Health Services Administration, Assertive Community 
Treatment is only provided to 2.1% of the people with a serious mental illness receiving services 
nationwide (Drug and Alcohol Services Information System [DASIS], 2018). 
 There has been substantial progress made with another large subgroup of the homeless 
population. The 2020 Annual Homeless Assessment Report to Congress with the most recent 
Point In Time count from 2019 reported that the number of veterans experiencing homelessness 
in the United States was 37,085, a 50% reduction from the 74,087 veterans experiencing 
homelessness reported in the 2010 veterans supplemental report to the U.S. HUD Annual 
Homeless Assessment Report. Therefore, the U.S. federal government was successful in cutting 
the number of veterans experiencing homelessness in half in less than a decade using the U.S. 
HUD Veterans Administration Supportive Housing (VASH) model, which is based on Housing 
First (Kertesz et al., 2017).  
Discussion 
 This paper has set out to advance an increased understanding of how mental health 
services have come to be as they are today as well as find a deeper understanding of where 
mental health services are today. The trauma-informed perspective is ubiquitous in social service 
discourse yet it somehow escapes practice in mental health settings. Unfortunately, the U.S. 
health system has developed amidst disagreement in the pursuit of different goals. The results are 
unsurprisingly poor given the contentious process. Historical and current data demonstrate a 
relationship between serious mental illness and homelessness and incarceration (Abramson, 
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1972; Al-Rousan et al., 2017; Beck, 2015; Belcher, 1988; Copeland et al., 2009; Epperson et al., 
2014; Gelberg, 1988; Steinwachs et al., 1992). The effort of deinstitutionalization from 
psychiatric hospitals has long been considered to have been a failure.   
 The circumstances are worse than originally understood in light of extensive data from 
magnetic resonance imaging studies of people with serious mental illnesses. The recent evidence 
indicating brain structure changes related to a negative impact on cognitive functions such as 
working memory emotional processing for people with serious mental illness after periods of 
active symptoms, (Arnone et al., 2012; Cao et al., 2016; Kozicky et al., 2016; Li et al., 2020; 
McKinnon et al., 2009; Sánchez-Morla et al., 2018).  Adverse and traumatic experiences, such as 
homelessness or incarceration, can trigger periods of active symptoms (Hamilton et al., 2011; 
Harner & Riley, 2013; Stumbo et al., 2015). Systematic circumstances leading people with a 
serious mental illness towards experiencing homelessness and incarceration creates worsening 
health for an already vulnerable segment of our population.  
 With the current and historical knowledge understood a positive action would likely be to 
ensure that preventative approaches are consistently administered. Among the twelve Grand 
Challenges for Social Work from the American Academy of Social Work and Social 
Welfare is the challenge of ending homelessness. Optimistically there are existing service 
models which could be utilized to a greater extent. There is evidence from randomized controlled 
trials and work conducted by the U.S. Veterans Administration that Housing First is effective in 
attaining housing stability for people with a disability who have been homeless (Adair et al., 
2017; Kertesz et al., 2017; Stergiopoulos et al., 2019). The U.S. federal government through the 
Department of Housing and Urban Development and the Veteran’s Administration was 
successful in cutting the number of veterans experiencing homelessness in half in less than a 
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decade by utilizing the Housing First model (HUD, 2020). The Housing First model routinely 
uses Assertive Community Treatment as the service provision model, which has been shown to 
greatly reduce incarceration for people with a serious mental illness (Cusack et al., 2010; 
Lamberti et al., 2017). If one subgroup of the homeless population can be cut in half in less than 























Abramson, M. F. (1972). The criminalization of mentally disordered behavior: Possible side-
effect of a new mental health law. Psychiatric Services, 23(4), 101–105. 
https://doi.org/10.1176/ps.23.4.101 
Adair, C., Streiner, D., Barnhart, R., Kopp, B., Veldhuizen, S., Patterson, M., Aubry, T., Lavoie, 
J., Sareen, J., LeBlanc, S., & Goering, P. (2017). Outcome trajectories among homeless 
individuals with mental disorders in a multisite randomised controlled trial of Housing 
First. Canadian Journal of Psychiatry, 62(1), 30–39. 
https://doi.org/10.1177/0706743716645302 
Al-Rousan, T., Rubenstein, L., Sieleni, B., Deol, H., & Wallace, R. B. (2017). Inside the nation’s 
largest mental health institution: A prevalence study in a state prison system. BMC Public 
Health, 17(1), 342. https://doi.org/10.1186/s12889-017-4257-0 
Arnone, D., McIntosh, A. M., Ebmeier, K. P., Munafò, M. R., & Anderson, I. M. (2012). 
Magnetic resonance imaging studies in unipolar depression: Systematic review and meta-
regression analyses. European Neuropsychopharmacology: The Journal of the European 
College of Neuropsychopharmacology, 22(1), 1–16. 
https://doi.org/10.1016/j.euroneuro.2011.05.003 
Beck, A. (2015). Federal justice statistics 2011-12 (Report No. NCJ 249209). U.S. Department 
of Justice. https://www.bjs.gov/content/pub/pdf/urhuspj1112.pdf 
Belcher J. R. (1988). Are jails replacing the mental health system for the homeless mentally 
ill? Community Mental Health Journal, 24(3), 185–195. 
https://doi.org/10.1007/BF00757136 
Opportunities for Improved Mental Health Outcomes                                                                                57 
 
 
Burbank, G. (1992). Speaker Moretti, Governor Reagan, and the search for tax reform in 
California, 1970-1972. Pacific Historical Review, 61(2), 193–214. 
https://doi.org/10.2307/3640129 
Campbell, S., Marriott, M., Nahmias, C., & MacQueen, G. (2004). Lower hippocampal volume 
 in patients suffering from depression: A meta-analysis. American Journal of 
 Psychiatry, 161(4), 598–607. https://doi.org/10.1176/appi.ajp.161.4.598 
Cao, B., Passos, I., Mwangi, B., Bauer, I., Zunta-Soares, G., Kapczinski, F., & Soares, J (2016). 
 Hippocampal volume and verbal memory performance in late-stage bipolar 
 disorder. Journal of Psychiatric Research, 73, 102–107. 
 https://doi.org/10.1016/j.jpsychires.2015.12.012 
Carson, E. (2020). Prisoners in 2018 (Report No. NCJ 253516). U.S. Department of Justice. 
https://www.bjs.gov/content/pub/pdf/p18.pdf 
Center for Behavioral Health Statistics and Quality. (2017). 2016 national survey on drug use 
 and health: Detailed tables. Rockville, MD: Substance Abuse and Mental Health 
 Services Administration. 
 https://www.samhsa.gov/sites/default/files/programs_campaigns/ismicc_2017_report_to_
 congress.pdf 
Collier, L. (2014). Incarceration nation. Monitor on Psychology, 45(9). 
http://www.apa.org/monitor/2014/10/incarceration  
Copeland, L. A., Miller, A. L., Welsh, D. E., McCarthy, J. F., Zeber, J. E., & Kilbourne, A. M. 
(2009). Clinical and demographic factors associated with homelessness and incarceration 
among VA patients with bipolar disorder. American Journal of Public Health, 99(5), 
871–877. https://doi.org/10.2105/AJPH.2008.149989 
Opportunities for Improved Mental Health Outcomes                                                                                58 
 
 
Cusack, K., Morrissey, J., Cuddeback, G., Prins, A., & Williams, D. (2010). Criminal justice 
involvement, behavioral health service use, and costs of forensic assertive community 
treatment: A randomized trial. Community Mental Health Journal, 46(4), 356–363. 
https://doi.org/10.1007/s10597-010-9299-z 
Davidson, L. (2016). The recovery movement: Implications for mental health care and enabling 
people to participate fully in life. Health Affairs, 35(6), 1091–1097. 
https://doi.org/10.1377/hlthaff.2016.0153 
Drug and Alcohol Services Information System. (2018). Rockville, MD: Substance Abuse and 
 Mental Health Services Administration, U.S. Department of Health & Human Services
 https://wwwdasis.samhsa.gov/dasis2/urs.htm 
Duff, J. (2019). Psychiatric institutionalization and deinstitutionalization. Congressional 
Research Service. https://crsreports.congress.gov/product/pdf/IF/IF10870/4 
Ennis, E., & Bunting, B. P. (2013). Family burden, family health and personal mental 
health. BMC Public Health, 13, 255. https://doi.org/10.1186/1471-2458-13-255  
Epperson, M. W., Wolff, N., Morgan, R. D., Fisher, W. H., Frueh, B. C., & Huening, J. (2014). 
Envisioning the next generation of behavioral health and criminal justice interventions. 
International Journal of Law and Psychiatry, 37(5), 427–438. 
https://doi.org/10.1016/j.ijlp.2014.02.015 
Epperson, M. W., & Pettus-Davis, C. (2015). Smart decarceration: Guiding concepts for an era 
of criminal justice transformation (CSD Working Paper No. 15-53). Center for Social 
Development. https://doi.org/10.7936/K78S4PGQ 
Fallon, L. F., Jr, & Watson, S. (2020). Medicaid., The Gale Encyclopedia of Surgery and 
 Medical Tests (4th ed., Vol. 3, pp. 1188-1192). Gale. 





Freeman, J. (1971). On the Lanterman-Petris-Short Act. American Journal of Psychiatry, 127(9), 
1234. https://doi.org/10.1176/ajp.127.9.1234  
Gater, A., Rofail, D., Tolley, C., Marshall, C., Abetz-Webb, L., Zarit, S. H., & Berardo, C. G. 
(2014). “Sometimes it’s difficult to have a normal life”: Results from a qualitative study 
exploring caregiver burden in schizophrenia. Schizophrenia Research and 
Treatment, 2014. https://doi.org/10.1155/2014/368215 
Gelberg, L. (1988). Mental health, alcohol and drug use, and criminal history among homeless 
adults. American Journal of Psychiatry, 145(2), 191–196. 
https://doi.org/10.1176/ajp.145.2.191 
Givens, C. (2016). Adverse drug reactions associated with antipsychotics, antidepressants, mood 
stabilizers, and stimulants. Nursing Clinics of North America, 51(2), 309–321. 
https://doi.org/10.1016/j.cnur.2016.01.013 
Hamilton, A. B., Poza, I., & Washington, D. L. (2011). “Homelessness and trauma go hand-in-
hand”: Pathways to homelessness among women veterans. Women’s Health Issues: 
Official Publication of the Jacobs Institute of Women's Health, 21(4 Suppl), S203–S209. 
https://doi.org/10.1016/j.whi.2011.04.005 
Harner, H. M., & Riley, S. (2013). The impact of incarceration on women’s mental health: 
Responses from women in a maximum-security prison. Qualitative Health 
Research, 23(1), 26–42. https://doi.org/10.1177/1049732312461452 
Kim, K., Becker-Cohen, M., & Serakos, M. (2015). The processing and treatment of mentally ill 
persons in the criminal justice system. In Policy File. Urban Institute. 





Kertesz, S. G., Austin, E. L., Holmes, S. K., DeRussy, A. J., Van Deusen Lukas, C., & Pollio, D. 
E. (2017). Housing first on a large scale: Fidelity strengths and challenges in the VA’s 
HUD-VASH program. Psychological Services, 14(2), 118–128. 
https://doi.org/10.1037/ser0000123 
Kozicky, J., McGirr, A., Bond, D., Gonzalez, M., Silveira, L., Keramatian, K., Torres, I. J., Lam, 
R. W., & Yatham, L. N. (2016). Neuroprogression and episode recurrence in bipolar I 
disorder: A study of gray matter volume changes in first-episode mania and association 
with clinical outcome. Bipolar Disorders, 18(6), 511–519. 
https://doi.org/10.1111/bdi.12437 
Labrecque, R. (2018). Taking stock: A meta-analysis of the predictors of restrictive 
housing. Victims & Offenders, 13(5), 675–692. 
https://doi.org/10.1080/15564886.2018.1468367 
Lamberti, J., Weisman, R., Cerulli, C., Williams, G., Jacobowitz, D., & Mueser, K., Marks, P. 
D., Strawderman, R. L., Harrington, D., Lamberti, T. A., & Caine, E. D. (2017). A 
randomized controlled trial of the Rochester Forensic Assertive Community Treatment 
Model. Psychiatric Services, 68(10), 1016–1024. 
https://doi.org/10.1176/appi.ps.201600329 
Li, W., Yang, Y., An, F., Zhang, L., Ungvari, G., Jackson, T., Yuan, Z., & Xiang, Y.-T. (2020). 
Prevalence of comorbid depression in schizophrenia: A meta-analysis of observational 
studies. Journal of Affective Disorders, 273, 524–531. 
https://doi.org/10.1016/j.jad.2020.04.056 
Opportunities for Improved Mental Health Outcomes                                                                                61 
 
 
Marder, S., & Cannon, T., (2019). Schizophrenia. New England Journal of Medicine, 381(18), 
1753–1761. https://doi.org/10.1056/NEJMra1808803 
Maisel, A. (1946, May 6). Bedlam 1946: Most of U.S. mental hospitals are a shame and 
disgrace. Life Magazine, 20(18). 
https://www.pbs.org/wgbh/americanexperience/features/lobotomist-bedlam-1946/. 
McKinnon, M. C., Yucel, K., Nazarov, A., & MacQueen, G. M. (2009). A meta-analysis 
examining clinical predictors of hippocampal volume in patients with major depressive 
disorder. Journal of Psychiatry and Neuroscience, 34(1), 41–54. 
https://link.gale.com/apps/doc/A191646860/AONE?u=usocal_main&sid=AONE&xid=1
5fbdd0b 
Morton, W. (2018). Social security disability insurance (SSDI) and supplemental security 
income (SSI): Eligibility, benefits, and financing. Congressional Research Service. 
https://crsreports.congress.gov/product/pdf/R/R44948/13 
Ostrow, L., & Adams, N. (2012). Recovery in the USA: From politics to peer support. 
International Review of Psychiatry, 24(1), 70–78. 
https://doi.org/10.3109/09540261.2012.659659 
Substance Abuse and Mental Health Services Administration. (2016). Reflecting on JFK’s 
 legacy of community-based care special message to the congress on mental illness and 
 mental retardation 1963. U.S. Department of Health and Human Services, 
 https://www.samhsa.gov/homelessness-programs-resources/hpr-
 resources/jfk%E2%80%99s-legacy-community-based-care 
Substance Abuse and Mental Health Services Administration. (2020). 2019 uniform reporting 
 system (URS) table for New York, PDF, 37. U.S. Department of Health and Human 





Sánchez-Morla, E., López-Villarreal, A., Jiménez-López, E., Aparicio, A., Martínez-Vizcaíno, 
 V., Roberto, R., Vieta, E., & Santos, J.-L. (2018). Impact of number of episodes on 
 neurocognitive trajectory in bipolar disorder patients: A 5-year follow-up 
 study. Psychological Medicine, 49(08), 1299–1307. 
 https://doi.org/10.1017/s0033291718001885 
Sharfstein, S. (2000). Whatever happened to community mental health? Psychiatric 
Services, 51(5), 616–620. https://doi.org/10.1176/appi.ps.51.5.616 
Steinwachs, D., Kasper, J., & Skinner, E. (1992). Final report: NAMI Family Survey. MacArthur 
Foundation. National Alliance for the Mentally Ill. 
Stergiopoulos, V., Mejia-Lancheros, C., Nisenbaum, R., Wang, R., Lachaud, J., O'Campo, P., & 
 Hwang, S. (2019). Long-term effects of rent supplements and mental health support 
 services on housing and health outcomes of homeless adults with mental illness: 
 Extension study of the At Home/Chez Soi randomised controlled trial. The Lancet. 
 Psychiatry, 6(11), 915–925.  https://doi.org/10.1016/s2215-0366(19)30371-2 
Stumbo, S. P., Yarborough, B. J., Paulson, R. I., & Green, C. A. (2015). The impact of adverse 
child and adult experiences on recovery from serious mental illness. Psychiatric 
Rehabilitation Journal, 38(4), 320–327. https://doi.org/10.1037/prj0000141 
Torrey, E. F. (1997). Out of the shadows. John Wiley & Sons, Inc. 
Torrey, E. F., Sinclair, E., Geller, J., Quanbeck, C., & Snook, J. (2016). Going, going, gone: 
 Trends and consequences of closing public psychiatric hospitals 2016. Treatment 
Opportunities for Improved Mental Health Outcomes                                                                                63 
 
 
 Advocacy Center. https://www.treatmentadvocacycenter.org/storage/documents/going-
 going-gone.pdf 
U.S. Department of Housing and Urban Development. (2007). The 2007 Annual Homeless 
 Assessment Report (AHAR) to Congress. 
 https://www.huduser.gov/publications/pdf/ahar.pdf  
U.S. Department of Housing and Urban Development. (2020). The 2019 Annual Homeless 
 Assessment Report (AHAR) to Congress. 
 https://www.huduser.gov/portal/sites/default/files/pdf/2019-AHAR-Part-1.pdf 
U.S. Department of Housing and Urban Development. (2010). Veteran Homelessness: A 
 Supplemental Report to the 2010 Annual Homeless Assessment Report to Congress. 
 https://www.huduser.gov/portal/sites/default/files/pdf/2010AHARVeteransReport.pdf 
U.S. Department of Health & Human Services. (2020). 2020 poverty guidelines. 
 https://aspe.hhs.gov/2020-poverty-guidelines 
U.S. Department of Justice, Office of Justice Programs, Bureau of Justice Statistics. (2013). BJS 
 bulletin (Report No. NCJ 243936). https://www.bjs.gov/content/pub/pdf/cpus12.pdf  
U.S. Department of Justice. (1982). Bureau of Justice Statistics Bulletin Prisoners 1925-
 1981 (1st ed., p. 2). https://www.bjs.gov/content/pub/pdf/p2581.pdf 
U.S. Department of Justice. (2017). Indicators of mental health problems reported by prisoners 
 and jail inmates, 2011-12 (Report No. NCJ 250612). 
 https://www.bjs.gov/content/pub/pdf/imhprpji1112.pdf 
 Videbech, P., & Ravnkilde, B. (2004). Hippocampal volume and depression: A meta-analysis of 
MRI studies. American Journal of Psychiatry, 161(11), 1957–1966. 
https://doi.org/10.1176/appi.ajp.161.11.1957 
Opportunities for Improved Mental Health Outcomes                                                                                64 
 
 
Warren, C. (1977). Involuntary commitment for mental disorder: The application of California’s 





















































   
 
Author Note 
 Marco Formigoni, Doctoral Candidate, School of Social Work, University of St. Thomas. 
Marco Formigoni is currently a Senior Lecturer at the University of Southern California, 
Suzanne Dworak-Peck School of Social Work. 
 There are no conflicts of interest to disclose. 
 For correspondence about this paper, please contact the author at Marco Formigoni, USC 
Suzanne Dworak-Peck School of Social Work, University of Southern California, 669 West 34th 
Street, MRF 201A Los Angeles, CA 90015 Please address correspondence to the author at the 
following email address: marco.formigoni@usc.edu  




The Housing First model provides barrier-free, rapid placement to permanent housing combined 
with service provision for homeless adults and people with disabilities. The service provision 
involves a contemporary recovery philosophy based on the blended theoretical approaches of 
Harm Reduction and Motivational Interviewing. Housing placement is offered based on a triage 
system using a vulnerability index to assess mortality risk and is not conditional on service 
provider treatment goal perquisites, such as abstinence from substance use. The quality of initial 
studies on the housing first model have been questioned, and a previous systematic review made 
recommendations for the collection of broader and longer-term data. This study aims to 
systematically review the evidence from randomized controlled trials of the Housing First model 
to assess its ability to provide housing stability (primary function) and its cost-effectiveness 
(feasibility). Five databases were searched for randomized controlled trials of the Housing First 
model with the previously noted outcomes. Twenty peer-reviewed journal articles based on 
randomized controlled trials met the Population, Intervention Comparators, Outcomes, and Study 
Design (PICOS) inclusion criteria for this systematic review. Each of the 20 articles reported the 
finding of increased housing stability from the randomized controlled trial RCT or a subgroup of 
the randomized controlled trial. Four of the 20 articles also had cost-effectiveness as an outcome, 
and all four showed significant cost-effectiveness of the Housing First model compared with 
treatment as usual.  
 








 Since deinstitutionalization, the mental health system in the United States has 
experienced unintended consequences resulting in gaps of services. The gaps of services are 
costly and lead to poor healthcare for those with a serious mental illness. These mental health 
system gaps also contribute to enlarging this subgroup of homeless people, as people with a 
serious mental illness are disproportionality homeless. According to the Department of Housing 
and Urban Development (HUD)’s 2019 Point-in-Time (PIT) count, there are 116,179 homeless 
people in the United States with a serious mental illness. The count further reports that people 
with a serious mental illness comprise the largest subgroup of the homeless population, and 
receiving healthcare is challenging for homeless people with a disability.  
 Most people with a serious mental illness are receiving either inadequate or no services. 
According to the Center for Behavioral Health Statistics and Quality (CBHSQ; 2017, p.13), 
among people with a serious mental illness, 35.2% stated they were not receiving any mental 
health treatment or services. Additionally, the CBHSQ data indicate that nearly one-third of the 
64.8% of people with a serious mental illness who receive services were being served with 
medication without any other therapy or services (CBHSQ, 2017). 
 The lack of adequate and comprehensive services for people with a serious mental illness 
can result in serious safety risks. For instance, people with serious mental illness who are not 
receiving treatment tend to use emergency services more often. The completed suicide rate for 
people diagnosed with schizophrenia is at 5% of the population, which is 20 times higher than 
the suicide rate for the general public (Hor & Taylor, 2010).  
 A serious mental illness is associated with high medical costs and uneven care. 
Healthcare costs are more than doubled for people given psychiatric diagnoses (Melek et al., 
2014). In 2014, there were 10.8 million visits to emergency departments made by people 
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diagnosed with schizophrenia or a mood disorder (Healthcare Cost and Utilization Project 
[HCUP], 2014). In addition, a July 2015 survey of members of the American College of 
Emergency Medicine (ACEM) indicated that almost nine in 10 emergency physicians reported 
that patients requiring psychiatric services were being boarded in the emergency department as a 
result of psychiatric inpatient bed shortages (ACEM, 2015). The ACEM survey also noted that 
eight in 10 emergency department physicians believed that the mental health system was not 
effective for patients requiring psychiatric services. Hospitalizations for people with 
schizophrenia or mood disorders cost $27.7 billion nationwide (HCUP, 2014). 
 Another consequence of the service gap is the incarceration rate of people with a serious 
mental illness. Research has shown that people with a serious mental illness are incarcerated at a 
disproportionate rate. The Connecticut Department of Mental Health and Addiction Services 
(DMHAS) conducted a study of 25,133 adults diagnosed with schizophrenia or bipolar disorder 
using records from Connecticut Medicaid and the state’s Department of Public Safety, 
Department of Correction, and Judicial Branch (Swanson et al., 2013). The results indicated that 
one in four individuals had been involved with the criminal justice system during the course of 
the 24-month study. The group of DMHAS clients with justice system involvement incurred 
twice the average annual public costs at $48,980 per client than the clients with no justice system 
involvement ($24,728 per client) (Swanson et al.). Given the poor health care and high costs 
associated with gaps in the mental health system, research regarding the effectiveness and 
feasibility of a prominent social service program that serves homeless people and people with 
disabilities is necessary. The Housing First model is one such program.  
 Over the past two decades, the Housing First model has been operationalized in many 
cities throughout North America, Europe, and New Zealand. Housing First has been sanctioned 
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by the U.S. federal government including the Department of Housing and Urban Development 
(HUD), the Veterans Administration (VA), the Interagency Council on Homelessness, the 
European Union, and the Canadian government (Padgett, 2013). Momentum with the 
implementation of this model has increased, and this model has roots within the empowering 
recovery movement. The traditional model, or treatment as usual, of social services for homeless 
people with a serious mental illness, has used a stairway method from shelter to transitional 
housing. After treatment goals are met that indicate housing readiness, a referral is made to 
permanent housing. In contrast, Housing First is a postmodern concept blending several 
humanistic approaches. The humanistic work of Abraham Maslow is prominent (Smith-Trudeau, 
2017), and the Housing First model is reminiscent of social work’s theory of solution-focused 
therapy, in that, the traditional sequence of how social services are provided is reversed from the 
medical model and includes a commitment to a strength-based perspective. 
 Some have expressed concerns about the Housing First model, questioned its 
effectiveness, and made recommendations for more specific data collection. For example, 
the Australian Housing and Urban Research Institute (AHURI), after examining the 
Housing First model data, expressed caution rather than an endorsement of the model. 
AHURI questioned whether the assertions of the Housing First model’s effectiveness were 
not overstretched and whether the quality of the research on the Housing First model’s 
cost-effectiveness was valid because it was not peer-reviewed (Johnson et al., 2012). 
Additionally, a study conducted by Mennemeyer et al. (2017) suggested that the Housing 
First model ran the risk of being clinically counterproductive and eliciting a negative 
taxpayer response. Finally, a systematic review of the Housing First model conducted by 
Woodhall-Melnik and Dunn (2016) called for long-term the Housing First model data 
collection and an increased understanding of the Housing First model outcomes for 
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specific subgroups within the populations of homeless individuals and persons with 
disabilities. This study aims to systematically review the evidence from randomized 
controlled trials of the Housing First model to answer the question is the Housing First 
model effective at its primary function of providing housing stability for people with 
disabilities who have been chronically homeless and is it cost-effective? 
Methods 
 A systematic review of randomized controlled trials was selected as the study 
design in accordance with the time-honored approach of establishing evidence-based 
practices, which was set in place by World War II prisoner of war medical officer and 
United Kingdom National Health Service advocate Dr. Archibald Cochrane. Mindful 
consideration of limited federal resources for public services requires that data be 
compiled from the highest quality research in an effort to operationalize resources without 
waste or malpractice (Cochrane, 1972). This particular systematic review of the Housing 
First model randomized controlled trials is indicted by the needs previously described in 
the Background section. This systematic review was designed to answer the following 
research questions: Is the Housing First model effective at establishing housing stability 
for homeless people and those with disabilities, and is it cost-effective? The purpose of 
this systematic review is to determine whether the Housing First model is effective in 










Figure 1: Housing First RCT Search Strategy PICOS Inclusion Criteria  
Population: People with disabilities (prioritizing the most vulnerable clients, rather than 
excluding them), homeless individuals, and adults (18 years old and older). 
Intervention: The Housing First model provides housing through the following: 
• Assistance in finding housing and obtaining a lease for housing 
• Rent subsidies, with the tenant responsible to pay up to 30% of their income 
• Sufficient supportive services with a modern recovery philosophy based on the 
foundational concepts of Harm Reduction and Motivational Interviewing. 
The housing provided through the Housing First model was defined as the following: 
• Intended to be permanent—not a transitional step toward permanent housing 
• Non-contingent on either substance abstinence or treatment adherence. 
• Rapid, barrier-free placement, with the process of obtaining and moving into housing 
started at the initial interaction with the person who is homeless and has a disability. 
Comparators: Treatment-as-usual groups, which is typically a treatment-first continuum of care 
model, with treatment goals being met prior to a determination of housing readiness. 
Outcomes: The outcomes were selected to answer the research questions via quantitative 
measures. These outcomes are in two domains: 
• Housing stability 
• Cost-effectiveness 









 The following five databases were searched: ProQuest, PubMed, PsycINFO, PLOS ONE 
(peer-reviewed open access scientific journal published by the Public Library of Science), and 
JSTOR Psychology, Public Health, and Social Work. Databases were searched using the 
following keywords: “Housing First,” “randomized controlled trial,” “housing stability,” "stable 
housing," and “cost.”  
Screening and Selection of Studies 
 Only English-language randomized controlled trial research studies published in peer-
reviewed academic journals were selected for the systematic review. No search parameters were 
set for years in the database so the Housing First model randomized controlled trials from any 
year that met the inclusion criteria could be used. Articles were initially screened by title and 
abstract examination, and conspicuously non-relevant studies were excluded. Duplicate articles 
were also excluded. Full-article analyses were subsequently conducted to determine eligibility 
for the systematic review. One reviewer (MF) conducted the article screenings and full-article 
analyses.  
Data Extraction and Data Synthesis 
 Data were extracted for key characteristics from the 20 articles that met the inclusion 
criteria. These characteristics included the following: author, year, city, data collection, 
timeframe, study sample/participant characteristics, recruitment type, number of participants, 
intervention assessed, and findings. The articles were then collected and consolidated, and the 
results were synthesized by tabulation (see Table 1).  
 
 




Figure 2 Housing First RCT Search PRISMA Flow Diagram 
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(n = 355) 
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(n = 4) 
Articles excluded based 
on Full-text reviews 
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Study Selection and Characteristics 
 The search strategy and selection criteria produced twenty peer-reviewed, academic 
journal articles with unique findings from randomized controlled trials conducted with the 
Housing First model as the intervention were published in the following years: 2003, 2004, 2007, 
2009, 2013, 2015 (twice) 2016 (three times) 2017 (twice) 2018 (four times) 2019 (three times) 
and 2020. The randomized controlled trials were conducted at the Housing First model programs 
in the following cities: New York, Moncton, Montreal, Toronto, Vancouver, Winnipeg, Chicago, 
and through multiple cities via the federal V.A. system.  The longest duration of a Housing First 
model randomized controlled trials was conducted over a six-year time frame.  Results from 
randomized controlled trials from numerous subgroups also all had consistent results with 
significant benefits in the outcome of housing stability as compared to treatment as usual. These 
subgroups include people who are homeless and disabled: in an ethnically diverse population 
with 63% of the sample from minority groups, chronic medical illnesses, youth aged 18 to 24 
years, the Housing First model scattered site and congregate (group living) formats, older (≥50 
years old), veterans, with and without comorbid substance use disorder, borderline and below 
intellectual functioning, Housing First in a small city, and homeless adults with a serious mental 
illness who recurrently utilize emergency departments.  
Results of Individual Studies 
 The findings from randomized controlled trials, conducted over a span of almost two 
decades, in numerous cities in North America, with a large variety of subgroups, conducted at 
considerable length, consistently demonstrate increased housing stability for homeless and 
disabled from the Housing First model.  Each of the twenty academic journal articles published 
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on randomized controlled trials conducted on the Housing First model demonstrated increased 
housing stability as compared to treatment as usual. Additionally, four peer-reviewed, academic 
journal articles with findings from randomized controlled trials conducted with the Housing First 
model as the intervention included cost-effectiveness as an outcome. All four randomized 
controlled trials found significant cost-effectiveness benefits from the Housing First model as 
compared to treatment as usual. 
Quality 
 The quality of the studies in this systematic review was high. Each of the Peer-reviewed 
articles were based on randomized controlled trials. The randomized controlled trials multiple 
regression models analysis of variance (ANOVA) adjusting for outcomes were utilized in each 
of the randomized controlled trials. The samples of the randomized controlled trials consisted of 
homeless and disabled people which are representative of the population the Housing First model 
would be utilized to serve. The sample sizes (with the N in the randomized controlled trials 
ranging from 156 as the smallest to 2154 as the largest) were large enough to have power which 
brings external validity. These studies can be generalized. Allocation bias was minimized as 
randomization was conducted properly with the randomization sequences concealed. 
Randomization was successful as the two groups were similar at baseline which minimized 
confounding bias. The two groups were treated equally with the exception of the intervention. 
Dropouts were included as it was essential components of measuring the housing stability 
outcome. The treatment effect was significant for each of the randomized control trials based on 
the p-value and confidence intervals. The benefits are worth the cost.  
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Table 1 Systematic Review Table of Twenty Housing First RCTs/Subgroups with Housing Stability and/or Cost-Effectiveness Outcomes 
Author and 
Year  






Gulcur et al., 
2003 
 
Chronically homeless with 
Psychiatric Disability & 
often substance misuse 
“Street sample of 
157 participants…” 
(Gulcur et al., 2003, 
P. 175). 
68 individuals 
recruited from 2 
state psychiatric 
hospitals Gulcur et 
al., 2003). 
225              










“Repeated measures ANOVA results show that there was a significant effect of program assignment on the 
proportion of time homeless, with the control group spending significantly more time homeless than the 
experimental group overall (F(1, 195)¼19.8, p<0.001)” (Gulcur et al., 2003, p. 178).  
“Repeated measures ANOVA results show that there was a significant effect of program assignment on costs with the 
control group costing significantly more than the experimental group overall (F(1, 173)¼6.1, p<0.05)” (Gulcur et al., 




homeless with Psychiatric 
Disability & often 
substance misuse 
“Street sample of 
157 participants… 68 
individuals recruited 
from 2 state 
psychiatric hospitals” 
(Tsemberis et al., 
2004, p. 652). 
225             










“Repeated-measures ANOVA results showed a significant Time × Group status effect. Participants in the experimental 
condition had significantly faster decreases in homeless status and increases in stably-housed status relative to 
participants in the control condition (F4,137=10.1, P<.001; F4,137=27.7, P<.001)” (Tsemberis et al., 2004, p. 654).  80% 
Housing Retention Rate. 
“Subsequent univariate analyses showed significant differences at 6, 12, 18, and 24 months, with the experimental 
group reporting less time spent homeless and more time spent stably housed compared with the control group” 





“A psychiatric disability – 
as a result of mental 
illness-based 
eligibility (Axis I diagnosis) 
for Supplemental Security 
Income (SSI) benefits” 
(Stefancic & Tsemberis, 
2007, P. 271). Persons 
w/co-occurring substance 
use disorder were also 
eligible. 
“The county referred 
individuals with the 
longest histories of 
shelter use and with 
the most frequent 
interruptions in a 
stay” (Stefancic & 
Tsemberis, 2007, P. 
270).  
260        
Pathways 105 
Consortium 





“Two years after program inception, approximately 84% of the consumers who had been housed by the Housing First 
agencies were still in housing, with Pathways at 88.5% and the Consortium at 79%. After 47 months, approximately 
68% of consumers housed by Housing First were still in housing” (Stefancic & Tsemberis, 2007, P. 272). “Members of 
the control group continued to cycle in and out of the system over the course of the study period. For control group 
members with available shelter histories during the 20 months, the average number of returns to the shelter was 3.6 
and the average length of those returns was 13.3 nights” (Stefancic & Tsemberis, 2007, P. 272). 
“The per diem costs for Pathways and the Consortium, (HF) based on 2002 budgets, was $55.92, or $20,410 per client 
per year. Shelter reimbursement rates, meanwhile, ranged from $66.49 to $119.26 per diem, or $24,269 to $43,530 




Homeless adults, with 
chronic medical illnesses. 
“The combination of 
chronic medical illnesses 
and poor access to health 
care subpopulation 
particularly those with 




adults with chronic 
medical illnesses” 
(Sadowski, et al., 
2009, p. 1771), “Of 
“405 (n=405 
[n=201 for the 
intervention 
group, n=204 
for the usual 
care group]) 
was 78% men 
and 78% AA, 
Housing First & 
CM 
“Of the 176 intervention participants alive at 18 months, 116 reached stable housing and 15 were incarcerated. Of 
the 181 usual care participants alive at 18 months, 19 reached stable housing and 16 were incarcerated” (Sadowski, et 
al., 2009, p. 1774). 
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substance abuse disorders, 
veterans, or those w/ HIV” 
(Sadowski, et al., 2009, p. 
1771). 
the 604 referrals 
from hospital social 
workers, 455 
inpatients were 
eligible of whom 407 
agreed to 
participate” 
(Sadowski, et al., 
2009, p. 1774). 
with a median 
duration of 
homelessness 
of 30 months” 
(Sadowski, et 










Palepu,  et al., 
2013 
Homeless, mental health 









CMH teams, and 
criminal justice 
programs” (Palepu,  
et al., 2013, p.30). 
“497 
participants 
and 58% (n = 









received a $35 
honorarium” 









“The multivariable negative binomial regression models revealed no significant association between substance 
dependence and residential stability (adjusted IRR = 0.97; 95% confidence interval [CI] 0.69, 1.35)…after adjusting for 
the housing intervention, employment, sociodemographic characteristics, chronic health conditions, and mental 
disorder, mental health symptoms, and lifetime duration of homelessness. The intervention (i.e., Housing First vs 
treatment as usual) was the only variable significantly associated with residential stability (adjusted IRR = 4.05; 95% 
CI = 2.95, 5.56)” (Palepu,  et al., 2013, p.33). 
6)  
Aubry et al., 
2015 
Homeless, high-need 
participants with severe 
mental illness 
“The sample size in 
each city was set to 
100 individuals 
receiving HF and 100 
individuals receiving 
TAU” (Aubry et al., 










“At one-year follow-up, 73% of Housing First participants and 31% of treatment-as-usual participants resided in stable 
housing (p,.001, odds ratio=6.35, covariate adjusted difference=42%, 95% confidence interval [CI]=36%248%)” (Aubry 
et al., 2015, p. 463).  
7)  
Stergiopoulos, 
et al., 2015 
“Two-thirds of the sample 
(63%) was from minority 
groups and half (50%) 
were born outside 
Canada” (Stergiopoulos, 
et al., 2015, p.1). 
1342 assessed            
767 excluded         
197 High needs              











“HF participants spent a significantly greater percentage of time in stable residences compared to TAU participants 
(75.1% 95% CI 70.5 to 79.7 vs. 39.3%95% CI 34.3 to 44.2, respectively)” (Stergiopoulos, et al., 2015, p.1). 
“The effectiveness of the HF approach, in particular HF with ICM, has not previously been rigorously assessed in an 
ethnically diverse population composed of a large number of immigrants” (Stergiopoulos, et al., 2015, p.15). 




Aubry et al., 
2016 
 
Homeless Canadians with 
a Serious Mental Illness 
“Participants were 
referred to the study 
by health and social 
service agencies” 
(Aubry et al., 2016, p. 
276). 





“Housing First participants spent more time in stable housing than participants in treatment as usual (71% versus 
29%, the adjusted absolute difference [AAD]=42%, p,.01). Compared with treatment-as-usual participants, Housing First 
participants who entered housing did so more quickly (73 versus 220 days, AAD=146.4, p,.001), had longer housing 
tenures at the study end-point (281 versus 115 days, AAD=161.8, p,.01)” (Aubry et al., 2016, p. 275). 
“On average, Housing First with ACT services cost $22,257 (Canadian) per participant annually. Housing First produced 
an average net cost offset of $21,367 per participant per year or 96% of the cost of the intervention. The most 
important cost offsets were office visits, hospitalizations for general medical conditions, emergency shelter visits, 
home visits, and incarceration” (Aubry et al., 2016, p. 275).  
9)  
Kozloff, et al., 
2016 
Youth aged 18 to 24 years 
Homeless Canadians with 








facilities and prisons 
and jails, and 
directly from the 
street” (Kozloff, et 
al., 2016, pp.2-3).    
“156 youth 




(either ACT or 
ICM) and 69 
TAU” (Kozloff, 
et al., 2016, p. 
1). 
Housing First & 
either ACT or 
ICM depending 
on the level of 
need 
“Youth in Housing First were stably housed a mean of 437 of 645 (65%) days for which data were available compared 
with youth in treatment as usual, who were stably housed a mean of 189 of 582 (31%) days for which data were 
available, resulting in an adjusted mean difference of 34% (95% confidence interval, 24%–45%; P < .001)” (Kozloff, et 
al., 2016, p. 1). 
Author and 
Year  







et al., 2016 
Ethnic minority groups 
experiencing mental illness 
and homelessness 
“Recruitment was 
based on referrals 
from community 
social service 
agencies and acute 
care services. A 
targeted recruitment 
strategy was 
employed to ensure 




target population & 
participants were 
assessed by the 
intake coordinator” 
(Stergiopoulos, et al., 
























“During the 24-month study period, HF participants were stably housed a significantly greater proportion of time 
compared to usual care participants, 75 % (95 % CI 70 to 81) vs. 41 % (95 % CI 35 to 48), respectively, for a difference 
of 34 %, 95 % CI 25 to 43” (Stergiopoulos, et al., 2016, p.1).  
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et al., 2016, 
p.1).   
11)  
Adair et al., 
2017 
homeless adults with 
mental illness 
“Strengths of this 
analysis include data 
from a large 
heterogeneous, 
multisite sample 
with low attrition” 




(1234 HF and 
906 TAU) 
Housing First & 
either ACT or 
ICM depending 
on the level of 
need (Moncton 
due to its 
smaller sample 
gave all ACT) 
“In total, 73% of HF participants and 43% of treatment-as-usual (TAU) participants were in stable housing after 24 
months of follow-up” (Adair et al., 2017, p.30). 
Author and 
Year  






Somers et al., 
2017 
homeless adults with 
mental illness placed at HF 
scattered site (SHF) and 




individuals, such as 
hospitals, shelters, 





SHF (90), or 
TAU (100)” 
(Somers et al., 
2017, p.1).  
800 people 
screened 







“The percentage of time in stable housing over 24 months was 26.3% in TAU (reference; 95% confidence interval (CI) = 
20.5, 32.0), compared to 74.3% in CHF (95% CI = 69.3, 79.3, p<0.001) and 74.5% in SHF (95% CI = 69.2, 79.7, p<0.001)” 
(Somers et al., 2017, p.1). 
13) 
Chung et al., 
2018 
“older (≥50 years old) and 
younger (18–49 years old) 
homeless adults with 
mental illness” (Chung et 






individuals, such as 
hospitals, shelters, 
and drop-in centers 
2140 
participants 
“older  (n = 
470) and 
younger         
(n = 1678)” 
(Chung et al., 
2018, P.185). 
Housing First & 
either ACT or 
ICM 
“At 24 months, Housing First significantly improved the percentage of days stably housed among older (+43.9%, 95% 
confidence interval [CI]: 38.4% to 49.5%) and younger homeless adults (+39.7%, 95% CI: 36.8% to 42.6%), compared 
with usual care, with no significant differences between age groups (difference of differences = +4.2%, 95% CI: 2.1% to 




“Homeless veterans with a 
clinical diagnosis of 
psychiatric/ substance 
abuse disorders” 
(O’Connell et al., 2018 p. 
435). “Mostly non-
Hispanic males of AA (n = 
137, 63%) or Caucasian (n 
= 65, n = 30%) race. Most 
were divorced (n = 86, 







(VASH) & ICM 
“VASH was associated with a significant improvement in the quality of life as compared to intensive case management 
only as well as with significant reductions in the number of days homeless, increases in the number of days housed. 
Increases in the number of days housed, size of the social network, and availability of emotional support” (O’Connell et 
al., 2018 p. 437)  “Increases in the number of days housed…appear to mediate improvement in the quality of life and 
account for 71% of the benefit attributable to having a rent subsidy. Improvement in subjective quality of life 
through housing subsidies is mediated by gains in both material and psychosocial factors” (O’Connell et al., 2018 p. 
437). 
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39%) or never married (n = 
75, 34%). On average, 12.7 
years of education, 
average income of $443 
per month” (O’Connell et 
al., 2018 p. 437).. 
Author and 
Year  








“All were homeless and 
had a mental disorder at 
baseline; 35% reported 
symptoms consistent with 
SUD” (Urbanoski et al., 
2018 p.138). 
“Participants 
(baseline n = 2255) 
were recruited from 
health and social 
service agencies (e.g. 
shelters, hospitals, 
community centers, 
health clinics) and 
through active 
outreach” (Urbanoski 
et al., 2018 p.138).  
2154 Housing First & 
either ACT or 
ICM 
“Most outcomes improved for both HF and TAU groups. There was a significant advantage for HF in both primary 
outcomes: a large effect on housing status” (Urbanoski et al., 2018 p.140). “Housing First programs in Canada are 
equally effective in people with and without comorbid substance use disorder (SUD)” (Urbanoski et al., 2018 p.143). 
“Overall, the intervention appears to be able to engage people with SUD effectively” (Urbanoski et al., 2018 p.144).   
16)  
Durbin et al., 
2018 
Homeless adults with 
mental illness “This 
sample was divided into 
two intellectual 
functioning groups: 1) 
adults with borderline or 
lower intellectual 
functioning (IQ < 85, 16%), 
and 2) adults with above 
borderline intellectual 
functioning (IQ > 85, 





individuals, such as 
hospitals, shelters, 
and drop-in centers 
172 Housing First & 
either ACT or 
ICM 
Days in Stable Housing for people with Borderline and below intellectual functioning HF 83.32% TAU 46.03%.   




et al., 2019 
homeless adults with a 




individuals, such as 
hospitals, shelters, 
and drop-in centers 
414 
participants 
“141 had high 
support needs 
(79 HF-ACT; 
62 in TAU)  
273 moderate 
support needs 
(160 in the 
Housing First & 
either ACT or 
ICM 
“In year 6, high support needs participants in the Housing First group spent 85.51% of days stably housed compared 
with 60.33% for the TAU group. In year 6 moderate needs participants in the Housing First group spent 88.16% of 
days stably housed compared with 78.22% for the TAU group” (Stergiopoulos, et al., 2019, p.915). 
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HF-ICM;  113  
in TAU)” 
(Stergiopoulos
, et al., 2019, 
p.915). 
18)  
Aubry et al., 
2019 
single men & women with 
serious mental illness & 
homelessness. Housing 




and institutions, i.e., 
shelters, drop-in 
centers, correctional 
programs & hospitals 
201 
participants 
“HF with ACT 
(N = 100) or 
(TAU; N = 
101)” (Aubry 
et al., 2019, 
p.1). 
HF with ACT “Compared to TAU participants, HF participants who entered housing did so more quickly (23.30 versus 88.25 days, d = 
1.02, 95% CI [0.50–1.53], p < 0.001), spent a greater proportion of time stably housed (Z = 5.30, p < 0.001, OR = 3.12, 
95% CI [1.96–4.27]), and rated the quality of their housing more positively (Z = 4.59, p < 0.001, d = 0.43, 95% CI [0.25–
0.62]). HF participants were also more likely to be housed continually in the final 6 months (i.e., 79.57% vs. 55.47%), 
χ2 (2, n = 170) = 11.46, p = .003, Cramer’s V = 0.26, 95% CI[0.14–0.42])” (Aubry et al., 2019, p.1). 
Author and 
Year  






Latimer et al., 
2019 










1198 “HF plus ACT or 
HF and ICM. 





an ICM team 
with about 17 
participants per 
case manager” 
(Latimer et al., 
2019, p.1). 
“Days of stable housing were higher by 140.34 days (95% CI, 128.14-153.31 days) in the HF group. The intervention 
cost $14,496 per person per year; reductions in costs of other services brought the net cost down by 46% to $7868 
(95%CI, $4409-$11 405)” (Latimer et al., 2019, p.1). 
20) 
Kerman et al., 
2020 
“Homeless Adults with 
Mental Illness who 
Frequently Use 
Emergency Departments” 








2111 Housing First & 
either ACT or 
ICM 
“Frequent ED users in HF spent 66.4% (95% CI 63.5% to 69.2%) of their nights in stable housing post-randomization, 
whereas frequent ED users in the TAU condition were stably housed 34.7% (95% CI 31.5% to 37.8%) of the time” 







 Housing stability for people with a disability who have been stuck in homelessness has 
been achieved. The treatment as usual has been a continuum of care model which involves a 
concept of “housing readiness” in which a person who is homeless and has a disability must 
demonstrate that they are able to manage independent living in an apartment in the community 
(Padgett et al., 2015). A universal conclusion among all twenty academic journal articles on the 
Housing First model randomized controlled trials located by this systematic review was apparent 
given the outcome of increased housing stability by the model compared to treatment as usual for 
people who were not considered housing ready.  
Cost-effectiveness 
 In this systematic review four peer-reviewed, academic journal articles with findings 
from randomized controlled trials conducted with the Housing First model as the intervention 
included cost-effectiveness as an outcome. All four randomized controlled trials found 
significant cost-effectiveness benefits from the Housing First model as compared to treatment as 
usual. Gulcur et al. (2003) indicated the treatment as usual group had significantly higher costs. 
Stefancic and Tsemberis (2007) noted the annual cost for each client who received the Housing 
First intervention be $20,410 while the comparable TUA cost had a range of $24,229-$43,530.  
Aubry et al. (2016) reported the Housing First model with Assertive Community Treatment had 
an annual cost per client of $22,257 (Canadian) while saving $21,367 in other services.  Latimer 
et al. (2019) cited annual costs of the Housing First model program to be $14,496 per client 




 Overall, this study found the Housing First model to achieve its aims as evidenced by 
answering both of the request questions. The studies reviewed show it to both cost-effective and 
to be associated with the achievement of housing stability. These outcomes provide a rationale 
for continued public support of the increased utilization of the model. The 2018 Federal Strategic 
Plan to Prevent and End Homelessness listed the top two shared national goals as ending 
homelessness for veterans and ending chronic homelessness for people with disabilities. Both of 
these goals are being addressed with the Housing First model. In the 2018 federal plan, the 
United States Interagency Council on Homelessness reported that one of its strategies is to 
increase the capability of communities to use the Housing First model with Harm Reduction 
practices. The data supporting the effectiveness of the primary function of the Housing First 
model combined with data indicating the cost-effectiveness of the model would likely be factors 
in a projected taxpayer response tilting toward support. Additionally, the populations served by 
the model and the intake methods, which involved a federally mandated vulnerability 
assessment, which is a triage system, would also likely be factors in taxpayer response. The 
Vulnerability Index - Service Prioritization Decision Assistance Tool (VI-SPDAT) is used to 
assess the mortality risk for homeless individuals and people with disabilities, who encompass 
the two groups at the greatest risk for the loss of life and therefore should be prioritized for 
barrier-free housing (Balagot et al., 2019). 
Strengths 
 In this review, a number of strengths emerged, both in relation to the Housing First model 
and in relation to the methods the studies used. One strength is that the studies were international 
in nature. Another strength includes the level of evidence of a randomized controlled trial and in 




the Periodic Health Examination established in 1976 was mandated to create develop a method 
to evaluate scientific evidence within 3 years (Thoma & Eaves, 2015).  The Canadian Task Force 
on the Periodic Health Examination established a classification structure that ranks the level of 
evidence (LOE) when determining intervention effectiveness which was further defined by 
Sackett in his Rules of Evidence (Burns et al., 2011). David Lawrence Sackett was a founder and 
developer of evidence-based medicine (Booth, & Marshall, 2015). Burns et al., noted both the 
Canadian Task Force on the Periodic Health Examination and Sackett independently rank 
randomized controlled trials at the highest evidentiary level due to the low probability of bias. 
Additionally, randomized controlled trials have a low risk of bias by design with the random 
allocation of intervention recipients into different forms of treatment. A systematic review 
involves the compilation and integration of objectively searched existing literature by utilizing 
transparent methods of appraisal and synthesis designed to reduce bias, which is all reproducible 
(Gopalakrishnan, & Ganeshkumar, 2013). A systematic review of randomized controlled trials is 
a significant strength as it combines highly ranked forms of research methods.  
Limitations 
 This systematic review carries a limitation. Only one reviewer served as the article 
screener, conducted the full-article analyses, and extracted the data, which carries the risk of 
non-detection of relevant material, transcription errors, and biases that can undermine the 
validity of the conclusions (Stoll et al., 2019). A second independent reviewer, along with a third 
reviewer to resolve discrepancies, would put this systematic review at a higher level of quality.  
 The possibility of intervention bias exists within the Housing First model randomized 
controlled trials. The service providers who operationalize Motivational Interviewing and Harm 




randomized controlled trials and intensive case management teams in others. Assertive 
community treatment and intensive case management are not synonymous. There are distinct 
differences between Assertive Community Treatment and intensive case management in 
disciplines, ratios, philosophies, and availability (Goering et al., 2011). Numerous studies 
support the effectiveness of the Assertive Community Treatment model (de Vet et al., 2013). 
Additionally, study findings indicate that Assertive Community Treatment loses effectiveness if 
the fidelity is poor, with significantly lower outcomes than in high-fidelity Assertive Community 
Treatment (Dieterich et al., 2017). Whereas the articles provide rationales to explain that 
Assertive Community Treatment was used with high-intensity cases and intensive case 
management with adults with moderate needs (Goering et al., 2011).  Research with accurate 
results is possible with a designation of Assertive Community Treatment paired with the 
Housing First model only or intensive case management paired with the Housing First model 
only. Given the data supporting the Housing First model compared with treatment as usual and 
the data supporting Assertive Community Treatment compared with treatment as usual, the 
exclusive combination of the housing model and service model warrants further study.  
Conclusion 
 The Housing First model has demonstrated through peer-reviewed randomized controlled 
trials compiled in this systematic review to be effective in meeting its primary goal of housing 
stability for people with disabilities who are homeless and at a significantly higher rate than 
traditional practices in social services. This model has also proven to be cost-effective. As such it 
is the proper subject for continued application in serving people with disabilities who are 
homeless. Ideally the results of this research influence governmental policy, social service 




requires the mastery of the theories of Motivational Interviewing and Harm Reduction in 
addition to the Housing First model a graduate course in social work could be developed to 
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Humanistic theories are considered to be the third force of psychotherapy as they are divergent 
from psychoanalysis and behaviorism. In the 1960s, Abraham Maslow, Carl Rogers, Rollo May 
among others founded humanistic theoretical psychotherapy models which share a view of 
people as worthy and inherently inclined to strive. Humanism includes a focus on social justice. 
Humanist approaches challenge and seek to change majority culture norms that exclude 
subgroups of society. The insufficient implementation of comprehensive community mental 
health services subsequent to deinstitutionalization resulted in a disproportionate number of 
people with a serious mental illness experiencing homeless and a disproportionate level of 
people with a serious mental illness who are incarcerated. Evidence-based contemporary service 
models help reduce homelessness and incarceration for people with serious mental illnesses and 
reduce the related adverse experiences and traumas known to trigger active symptoms. The 
Housing First model has synthesized the work of Abraham Maslow. Motivational Interviewing 
and Integrative Harm Reduction Psychotherapy have synthesized the work of Carl Rogers. Social 
service clients would benefit from graduate social work students studying classical and 
contemporary humanistic practice models. 
 Keywords: Client-Centered Therapy, Maslow’s Theory of Human Motivation, Integrative 









Social Work 646 
Section # 
 
Classical and Contemporary Humanistic Practice Models 
 
3 Units  
 
“If I can provide a certain type of relationship, the other person will discover within themself the 
capacity to use that relationship for growth, and change and personal development will occur.”    
- Carl Rogers 
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This advanced practice course is open as an elective to concentration year MSW. Students 
enrolled in SOWK 646 are required to have completed two semesters of foundation year practice 
courses. 
Catalogue Description 
The SOWK 646 course is ideal for graduate social work students with an interest in clinical skill 
development. This advanced practice course centers on serving adults who experience the 
complex psychological, physical, social, and financial effects of mental illness. Evidence-based 
practice supporting improved stability and quality of life serving adult clients who have been 
diagnosed with mental illnesses and who may also misuse substances are highlighted.  
This SOWK 646 course provides graduate social work students with the opportunity to learn a 
blend of classical and contemporary humanistic theoretical approaches that provide effective 
services for people with mental illness, many of whom also have concurrent challenges with 
substance misuse, and are at risk for homelessness or incarceration. The SOWK 646 course 
provides graduate social work students with a comprehensive service approach to social work 
practice with this population including outreach, engagement, assessment, strengths-based 
service planning, motivational enhancement towards client identified goals, partnership with 
collateral systems, and advocacy. The involvement of social inequalities in clients’ challenges is 





Objective # Objectives 
1.  The SOWK 646 course will demonstrate the ongoing contributions of multiple 
humanistic theories, evidence-based practices, and foundational clinical skills in 
their application to social work practice. The theoretical tenets of humanistic 
theories will be presented. The course will provide graduate students in social 
work with the knowledge and skill development needed to offer the Housing First 
model, Harm Reduction therapy, and Motivational Interviewing services with 
fidelity. Graduate students of social work will have the opportunity to 
operationalize the theory in a role-playing assignment with a clinical vignette. 
 
  2 The SOWK 646 course will present materials for an in-depth exploration of the 
complex skills needed for a comprehensive mental status exam. The course will 
increase graduate social work students’ competence in the observation and 
understanding of mental health signs and symptoms. The course will provide 
graduate students in social work with the ability to implement clinical techniques 
and develop an intentional rationale for selected intervention models to serve at-
risk populations. 
 
  3 The SOWK 646 course will cultivate students’ capability to utilize research-
supported practice interventions. The course will provide graduate students in 
social work with the knowledge and skill development to operationalize 
evidenced-based practice for at-risk populations including, but not limited to: a 
diverse social work client base potentially including, psychiatric conditions, 
substance misuse, medical diagnoses, and community crises. 
  4 The SOWK 646 will explore the efficacy and ethical issues, raised by at-risk 
populations served by a mental system with service gaps. 
Course format / Instructional Methods 
The design of the course will contain didactic instruction and experiential learning assignments. 
Class discussions, lectures, case studies, videos, and role-play will be utilized to support the 
students’ learning experiences. Students are asked to come to live sessions prepared to discuss 
the unit’s required reading and the theory’s application to clinical practice as class discussions 
are an essential component of teaching and learning. The confidentiality of material covered and 
expressed in live sessions is required.    
Student Learning Outcomes 
The following table lists the nine Social Work core competencies as defined by the Council on 










Social Work Core Competencies 
1 Demonstrate Ethical and Professional 
Behavior 
2 Engage in Diversity and Difference in 
Practice 
3 Advance Human Rights and Social, 
Economic, and Environmental Justice 
4 Engage in Practice-informed 
Research and Research-informed 
Practice 
5 Engage in Policy Practice 
6 Engage with Individuals, Families, 
Groups, Organizations, and 
Communities* 
7 Assess Individuals, Families, Groups, 
Organizations, and Communities* 
8 Intervene with Individuals, Families, 
Groups, Organizations, and 
Communities* 
9 Evaluate Practice with Individuals, 
Families, Groups, Organizations, and 
Communities 
 * Highlighted in this course 
The following table shows the competencies highlighted in this course, the related course 
objectives, student learning outcomes, and dimensions of each competency measured. The final 















“Competency 6: Engage with Individuals, 
Families, Groups, Organizations, and 
Communities 
Social workers understand that engagement 
is an ongoing component of the dynamic and 
interactive process of social work practice 
with, and on behalf of, diverse individuals, 
families, groups, organizations, and 
communities. Social workers value the 
importance of human relationships. Social 
workers understand theories of human 
behavior and the social environment, and 
critically evaluate and apply this knowledge 
to facilitate engagement with clients and 
constituencies, including individuals, 
families, groups, organizations, and 
communities. Social workers understand 
strategies to engage diverse clients and 
constituencies to advance practice 
effectiveness. Social workers understand 
how their personal experiences and affective 
reactions may impact their ability to 
effectively engage with diverse clients and 
constituencies. Social workers value 
principles of relationship-building and inter-
professional collaboration to facilitate 
engagement with clients, constituencies, and 
other professionals as appropriate” 
(CSWE.org, 2015, p. 8). 
The SOWK 646 course will demonstrate the 
ongoing contributions of multiple humanistic 
theories, evidence-based practices, and 
foundational clinical skills in their application 
to social work practice. The theoretical tenets 
of humanistic theories will be presented. The 
course will provide graduate students in social 
work with the knowledge and skill 
development needed to offer the Housing First 
model, Harm Reduction therapy, and 
Motivational Interviewing services with 
fidelity. Graduate students of social work will 
have the opportunity to operationalize the 
theory in a role-playing assignment with a 
clinical vignette. 
 
The SOWK 646 will explore the efficacy and 
ethical issues, raised by at-risk populations 
served by a mental system with service gaps. 
 
 
“Apply knowledge of 








engage with clients 
and constituencies; 
and use empathy, 
reflection, and 
interpersonal skills to 
effectively engage 
diverse clients and 
constituencies” 






























































“Competency 7: Assess Individuals, Families, 
Groups, Organizations, and Communities 
Social workers understand that assessment is an 
ongoing component of the dynamic and 
interactive process of social work practice with, 
and on behalf of, diverse individuals, families, 
groups, organizations, and communities. Social 
workers understand theories of human behavior 
and the social environment, and critically 
evaluate and apply this knowledge in the 
assessment of diverse clients and constituencies, 
including individuals, families, groups, 
organizations, and communities. Social workers 
understand methods of assessment with diverse 
clients and constituencies to advance practice 
effectiveness. Social workers recognize the 
implications of the larger practice context in the 
assessment process and value the importance of 
interprofessional collaboration in this process. 
Social workers understand how their personal 
experiences and affective reactions may affect 
their assessment and decision-making”  







The SOWK 646 course will 
present materials for an in-depth 
exploration of the complex skills 
needed for a comprehensive 
mental status exam. The course 
will increase graduate social 
work students’ competence in 
the observation and 
understanding of mental health 
signs and symptoms. The course 
will provide graduate students in 
social work with the ability to 
implement clinical techniques 
and develop an intentional 
rationale for selected 















“• collect and organize 
data, and apply critical 




• apply knowledge of 
human behavior and 





frameworks in the 
analysis of assessment 
data from clients and 
constituencies; 
• develop mutually 
agreed-on intervention 
goals and objectives 
based on the critical 
assessment of 
strengths, needs, and 
challenges 
within clients and 
constituencies; and 
• select appropriate 
intervention strategies 

































The Art and Science 
of the Mental Status 
Exam 
Unit 3 
The Art and Science 
of the Mental Status 
Exam 
Unit 4 
The Art and Science 























“Competency 8: Intervene with Individuals, 
Families, Groups, Organizations, and 
Communities 
Social workers understand that intervention is an 
ongoing component of the dynamic and 
interactive process of social work practice with, 
and on behalf of, diverse individuals, families, 
groups, organizations, and communities. Social 
workers are knowledgeable about evidence-
informed interventions to achieve the goals of 
clients and constituencies, including individuals, 
families, groups, organizations, and 
communities. Social workers understand theories 
of human behavior and the social environment, 
and critically evaluate and apply this knowledge 
to effectively intervene with clients and 
constituencies. Social workers understand 
methods of identifying, analyzing, and 
implementing evidence-informed interventions 
to achieve client and constituency goals. Social 
workers value the importance of 
interprofessional teamwork and communication 
in interventions, recognizing that beneficial 
outcomes may require interdisciplinary, inter-
professional, and inter-organizational 
collaboration. The dimensions of performance 
which are knowledge, values, skills, 
cognitive/affective processes, are integrated into 
and inform the demonstration of competence” 









The SOWK 646 course will 
cultivate students’ capability to 
utilize research-supported 
practice interventions. The 
course will provide graduate 
students in social work with the 
knowledge and skill 
development to operationalize 
evidenced-based practice for at-
risk populations including, but 
not limited to: a diverse social 
work client base potentially 
including, psychiatric conditions, 
substance misuse, medical 











knowledge, and values 
and preferences of 
clients and 
constituencies.” 




“• critically choose and 
implement 
interventions to achieve 
practice goals and 
enhance capacities of 
clients and 
constituencies; 
• apply knowledge of 
human behavior and 









• use inter-professional 
collaboration as 
appropriate to achieve 
beneficial practice 
outcomes; 
• negotiate, mediate, 




























Unit 6 The Historical 
Context of the 
Development of the 
Housing First Model.  
Unit 7 An Effort 
Towards a Grand 
Challenge for Social 
Work 




Unit 9 The Historical 
Context of the 
Development of Harm 
Reduction 






on behalf of diverse 
clients and 
constituencies; and 
• facilitate effective 
transitions and endings 
that advance mutually 
agreed-on goals”  









Unit 12  
Foundations of 
Motivational 


















Course Assignments, Due Dates & Grading 
Assignment Due Date 
% of 
Final Grade 
Assignment 1 Housing First History and Overview Paper       Unit 7 30% 
Assignment 2 Harm Reduction History and Interventions 
Paper 
 Unit 11 30% 
Assignment 3 Humanistic Clinical Skill Rehearsal 
Motivational Interview Role Play Video Recording  
and Self-Analysis 
 Unit 15 30% 
Class Participation   Ongoing 10% 
Each of the major assignments is described below. 
Course grades will be based on the following: 
SOWK 646 Assignment #1 
Housing First Historical Context, Overview, Efficacy and Ethics Paper 
                          This assignment is weighted as 30% of the SOWK 646 course grade. week of the 
term. 
The initial assignment for SOWK 646 is an opportunity to demonstrate knowledge gained in 
Units 1-5 of the Housing First model. 
The objective of this assignment is to demonstrate an understanding of the history of the model 
development, an overview of the overall model as well as its efficacy and ethics. 
In this 5-8 page paper students are being asked to address: 
• The historical context of the development of the housing first model.  
This context involves the evolution of the U.S. mental health system since the 1950s 
including any intersections between that history and people with disabilities experiencing 
homelessness or incarceration. A call for social justice: the over-representation of 
minority groups in prison and amongst the homeless The context also involves 
community mental health service provision and traditional housing modes.    
• A description of the founders and founding of the Housing First model. This description 
is to include an overview of the Housing First model with a detailed description of 
fidelity standards as well as noting the classical and contemporary humanistic theories 
braided into the Housing First model. 
• A description of the Vulnerability Index -Service Prioritization Decision Assistance Tool 
(VI-SPDAT) and its role within the Housing First model.  Identifies the fit between the 
Housing First model using VI-SPDAT and the NASW Code of Ethics as well as the 
Grand Challenges for Social Work. 
• A literature review indicating the evidence regarding housing stability and cost-





There are motivations and opportunities provided for academic writing skill development in this 
course. Students are asked to write this paper in the APA 7 format. Students are asked to write 
this paper to cite a minimum of eight academic sources for this paper. Students may use sources 
on the syllabus or outside of the course reading material.  
There are motivations and opportunities provided for organizational skill development in this 
course. Students are asked that their written assignment is to be emailed/uploaded to the 
assignment page by a date to be determined by the instructor. Assignments submitted after the 
due date will have 5 points deducted for each 24-hour period after the due date, the assignment is 
turned in. 
SOWK 646 Assignment #2 
 
Harm Reduction Historical Context, Overview, Public Health, Psychotherapy, and Efficacy 
Paper 
 
This assignment is weighted as 30% of the SOWK 646 course grade.  
 
 
The second assignment for SOWK 646 is an opportunity to demonstrate knowledge gained in 
Units 7-11 of Harm Reduction. 
 
The objective of this assignment is to demonstrate an understanding of the history of the model 
development, an overview of the overall model as well as its efficacy and ethics. 
 
In this 5-8 page paper students are being asked to address: 
 
• The historical context of the development of Harm Reduction.  
This context involves the domestic and international public health approaches of 
methadone clinics (as well as the utility of Buprenorphine, and Naltrexone), syringe 
exchange programs, human immunodeficiency virus (HIV) acquired immunodeficiency 
syndrome (AIDS), and Narcan/ Naloxone.  
• An overview of Harm Reduction including a description of the contemporary prominent 
proponents of Harm Reduction, Harm Reduction International’s position statement of the 
primary characteristics of Harm Reduction, SAMHSA’s position on Narcan/ Naloxone.   
• An in-depth description of the seven therapeutic tasks of Integrative Harm Reduction 
Psychotherapy.    
• A literature review indicating the evidence regarding Harm Reduction interventions with 
the use of alcohol as an effort to reduce road trauma, medication-assisted therapy’s 
relationship with the risk of relapse, the cost-effectiveness of syringe exchange programs, 
and the Narcan/ Naloxone relationship to opioid overdose-related deaths.  
 
There are motivations and opportunities provided for academic writing skill development in this 
course. Students are asked to write this paper in the APA 7 format. Students are asked to write 
this paper to cite a minimum of eight academic sources for this paper. Students may use sources 
on the syllabus or outside of the course reading material.  
 
There are motivations and opportunities provided for organizational skill development in this 




assignment page by a date to be determined by the instructor. Assignments submitted after the 
due date will have 5 points deducted for each 24-hour period after the due date, the assignment is 
turned in. 
Assignment #3 Humanistic Clinical Skill Rehearsal 
                                                                                                           
Motivational Interview Role-Play Video Recording and Self-Analysis – 30% 
 
The purpose of the Assignment 3 is humanistic clinical skill rehearsal and skill development.  
 
Assignment 3 asks students to apply clinical skills learned in Units 1-14.  
 
Assignment 3 has two components, a role play, and a reflective analysis paper.  
 
The objective of assignment 3 is preparation and experiential learning from rehearsal. Ideally, 
students will gain a deeper understanding of skills learned in the classroom via the application of 
skills within the context of a recorded role-play session.   
 
In the first component, the student is being asked to make a video recording of an unscripted 
spontaneous role-play therapy session on Zoom. The student is being asked to serve in the role of 
the therapist. SOWK 646 students will be provided with a case vignettes of a client at the 
conclusion of Unit 11. The case vignette provides some biopsychosocial spiritual information 
that would be obtained in a preliminary assessment. The student is asked to find a volunteer to 
play the role of a social service client. The volunteer may be a classmate, a colleague, a family 
member, or a friend over the age of 18.  
 
Students are being asked not to write a script for the therapy session. The purpose of the 
assignment is to approach the session as one would in clinical practice.   
Students are asked to conduct a 30-45 minute session to experience the pace and depth of a full 
therapy session. During the session, the student will operationalize Motivational Interviewing 
intervention skills and techniques. Harm Reduction and/or Client-Centered Therapy skills and 
techniques may also be utilized. Examples of interventions may include but are not limited to:  
Engagement, asking open questions, affirmations, summaries, active listening, reflection, 
developing discrepancy, cognitive dissonance, instilling self-efficacy, resolving ambivalence, 
decisional balance, etc. There is no expectation of a minimum or a maximum number of 
interventions, however, those offered should be appropriate to the “clients” presenting problem.   
 
The objective of the second component of assignment 3 is for reflection on the ability to the 
spirit of the Motivational Interviewing therapist i.e. partnership, compassion, evocation, and 
acceptance as well as the use of techniques. The student is being asked to review the recorded 
therapy session and write a reflective paper with a self-study of their work in the room with a 
client. The reflective paper written is approximately 3-5 pages consists of a discussion of the 
following:   
 
Introduce the Client  
• Describe the client’s age, gender, ethnicity, race, sexual orientation, spirituality, or other 
relevant social identities.  
 
• Describe the presenting problem. Include biopsychosocial spiritual material which relates to an 




formulation of the client’s presenting problem i.e. engagement, the stage of change for each goal, 
the level, and duration of ambivalence, the level of self-efficacy and opportunity to improve it, 
etc.   
 
Self-Study of the Use of Clinical Skills and Techniques 
The student is being asked to assess this preliminary attempt at utilizing 5 skills/interventions 
operationalized in the role play. The student is being asked to include quotes from the 
motivational interview dialogue that is being evaluated. The student should use quotes and/or 
describe how they used the intervention/skills within the session. The student is being asked to 
share the clinical rationale and intent of the skill/intervention demonstrated as well as the 
outcome. The student is being asked if the techniques any modifications you would make to your 
use of the skill/intervention.  
 
Personal Reflection 
The student is being asked to reflect on their capacity to implement Motivational Interviewing 
and Harm Reduction interventions that were discussed throughout the course. The student is 
being asked to acknowledge growth areas where continued study and practice that may remain at 
the end of the SOWK 646 course.  
 
Students are being asked to write the paper in APA 7th edition format guidelines, including a 
cover page, and reference page. Outside resources must be cited utilizing in-text citations and an 
alphabetical listing of the references on the reference page.  
The student is being asked to submit the written assignment by uploading it to the platform by a 
date to be determined by the instructor. The student is being asked to email a link for the Zoom 
recording. There are motivations and opportunities provided for organizational skill development 
in this course. Assignments submitted after the due date will have 5 points deducted for each 24-
hour period after the due date, the assignment is turned in. 
 
 
CLASS PARTICIPATION - 10% 
There are opportunities and motivations to improve clinical skills provided in the structure of the 
course as noticeable contributions to class discussions are acknowledged with high participation 
scores. The goal of the structure of the course is to enhance motivation to fully engage in 
opportunities for education.  
 
Class grades will be based on the following: 
Class Grades Final Grade 
3.85 – 4 A   93 – 100 A 
3.60 – 3.84 A- 90 – 92 A- 
3.25 – 3.59 B+ 87 – 89 B+ 
2.90 – 3.24 B 83 – 86 B 
2.60 – 2.87 B- 80 – 82 B- 
2.25 – 2.50 C+ 77 – 79 C+ 
1.90 – 2.24 C 73 – 76 C 
  70 – 72 C- 
 
Within the School of Social Work, grades are determined in each class based on the following 





(1) Grades of A or A- are reserved for student work which not only demonstrates a very good 
mastery of content but which also shows that the student has undertaken a complex task, has 
applied critical thinking skills to the assignment, and/or has demonstrated creativity in her or his 
approach to the assignment.  The difference between these two grades would be determined by 
the degree to which these skills have been demonstrated by the student.   
 
(2)  A grade of B+ will be given to work which is judged to be very good.  This grade denotes 
that a student has demonstrated a more-than-competent understanding of the material being 
tested in the assignment.   
 
(3)  A grade of B will be given to student work that meets the basic requirements of the 
assignment.  It denotes that the student has done adequate work on the assignment and meets 
basic course expectations.   
 
(4)  A grade of B- will denote that a student’s performance was less than adequate on an 
assignment, reflecting only a moderate grasp of content and/or expectations.   
 
(5) A grade of C would reflect a minimal grasp of the assignments, poor organization of ideas, 
and/or several significant areas requiring improvement.   
 
(6)  Grades between C- and F will be applied to denote a failure to meet minimum standards, 
reflecting serious deficiencies in all aspects of a student’s performance on the assignment. 
  
As a professional school, class attendance and participation are an essential part of your 
professional training and development at the School of Social Work. Students are expected to 
attend all classes and meaningfully participate.  
Required and supplementary instructional materials & Resources 
Required Textbooks  
The following textbooks are required readings for SOWK 646. Each book was carefully chosen 
to expose students to the most essential concepts for this course. There are also articles on the 
reading list. We understand that these books are expensive. There are alternative methods for 
retrieving the readings, including accessing digital copies of books on library reserve services, 
renting textbooks from commercial online services, etc. 
 
Padgett, D., Henwood, B., & Tsemberis, S. (2016). Housing first: ending homelessness, 
 transforming systems, and changing lives. Oxford; Oxford University Press. 
 
Rosengren, D. (2017). Building Motivational Interviewing Skills, A Practitioner Workbook. 
 Second Edition. Guilford Publications 
 
Denning, L. (2017). Over the Influence, Second Edition: The Harm Reduction Guide to 
 Controlling Your Drug and Alcohol Use. Guilford Publications.  
 
Note:  Additional required and recommended readings may be assigned by the instructor 







Unit Topics Assignments 
1 Course Introduction 
• Syllabus review including a review of assignments 
 
• Overview of the course, the class/live session 
structure, and teaching philosophy 
 
• Student introductions 
 
 
2  Establishing a Foundational Clinical Skill 
 The Art and Science of the Mental Status Exam 
 




• Attitude toward the examiner and process 
• Dr. Paul Ekman’s work on facial expressions 




3 Establishing a Foundational Clinical Skill 
The Art and Science of the Mental Status Exam 
 
1. Thinking 
• Thought Process 







4 Establishing a Foundational Clinical Skill 












Unit Topics Assignments 
5 Schizophrenia  
 
• Positive and Negative Symptoms 
 













6 The Historical Context of the Development of the Housing 
First Model.  
 
• The evolution of the U.S. mental health system since 
the 1940s  
 
• People with disabilities experiencing homelessness 
or incarceration  
 
• A call for social justice: the over-representation of 
minority groups in prison and amongst the homeless 
 
• Community mental health service provision and 
traditional housing models 
 
• The founders and founding of the Housing First 
model  
 
• An overview of the Housing First model with 
fidelity standards   
 
 
7 End Homelessness- Housing First is in congruence with an 
effort towards a Grand Challenge for Social Work 
 
• The triage intake system of the Housing First model 
using the Vulnerability Index -Service Prioritization 
Decision Assistance Tool (VI-SPDAT)  
 
• Evidence of housing stability and cost-effectiveness 
within the Housing First model domestically as well 
as internationally  
 




Unit Topics Assignments 
8 The Enduring Contributions of Abraham Maslow Revisited  
 
• A Theory of Human Motivation  
 
 
9 The Historical Context of the Development of Harm 
Reduction 
 
• The history of syringe exchange programs 
 
• Medication-assisted treatment (MAT) 
 
• Narcan/ Naloxone  
 
• SAMHSA’s position on Narcan/ Naloxone   
 
 
10   Harm Reduction Overview 
 
• Contemporary prominent proponents of Harm 
Reduction 
  
• Harm Reduction International’s position statement 
of the primary characteristics of Harm Reduction 
  





  Carl Rogers Client-Centered Therapy 
 
• the third force in psychology 
• Characteristics of the fully-functioning person 











Unit Topics Assignments 
12   Foundations of Motivational Interviewing    
 
• Engagement and Disengagement 
• Open-ended questions  
• Affirmations  
• Reflective listening 
• Summaries  
• Cognitive dissonance 
  
 
13    Foundations of Motivational Interviewing    
 
• Stages of Change 
• Evocative questions  
• Recognizing, reinforcing, and eliciting change talk 
managing resistance  
• Opening a session or topic  
• Working with ambivalence 
 
 
14 Foundations of Motivational Interviewing  
   
• Decisional Balance and Motivation 
• Building Self-efficacy 
• Offering a concern  
• Negotiating a treatment plan  
 
 
15 Summative Experience 
 
• Course Review 
• Wrap Up  
• Course Evaluation 
  












Course Schedule―Detailed Description 




             Syllabus review including a review of assignments 
             Overview of the course, class/live session structure, and teaching philosophy 





Unit 2:          Establishing a Foundational Clinical Skill 
                     The Art and Science of the Mental Status Exam   
 
Topics   
General Observations 
              Appearance 
              Speech 
              Behavior 
              Attitude toward the examiner and process 
   Dr. Paul Ekman’s work on facial expressions and Micro expressions 
Required Readings 
Hurley, C.M. Do you see what I see? Learning to detect micro expressions of 
 emotion. Motivation and Emotion volume 36, 371–381 (2012). 
 https://doi.org/10.1007/s11031-011-9257-2 
Matsumoto, D., Hwang, H.S. Evidence for training the ability to read microexpressions of 





Unit 3:            Establishing a Foundational Clinical Skill 
                       The Art and Science of the Mental Status Exam  
Topics 2.  
Thinking 
 Thought Process 







Mzah, S., (2018). Mental Health Status and Service Assessment for Adult Syrian Refugees 
 Resettled in Metropolitan Atlanta: A Cross-Sectional Survey. Journal of Immigrant and 
 Minority Health., 21(5), 1–7. https://doi.org/info:doi/ 
 
Norris, C. (2016). The Mental Status Examination. American Family Physician, 94(8), 635–641. 
 https://www.aafp.org/afp/2016/1015/p635.html 
 
Strain, S. (2014). The Psychiatric Interview: Evaluation and Diagnosis. The Journal of Clinical 
 Psychiatry, 75(9), e959–. https://doi.org/10.4088/JCP.bk09171 
 
Unit 4: Establishing a Foundational Clinical Skill 










Mitsuyoshi, S., Nakamura, M., Omiya, Y. (2017). Mental status assessment of disaster relief 
 personnel by vocal affect display based on voice emotion recognition. Disaster and 
 Military Medicine 3, 4 https://doi.org/10.1186/s40696-017-0032-0 
Polanski, P., (2011). The Mental Status Examination: Its Use by Professional Counselors. 
 Journal of Counseling and Development., 78(3), 357–364. https://doi.org/info:doi/ 
Tang-Wai, D., Freedman. M., (2018). Bedside Approach to the Mental Status Assessment. 









 Positive and Negative Symptoms 
 Early Pioneers 
 Phases 
 Neurochemistry 
 Brain structure 
 Genetics 
Required Readings 
Goldman, M., Pincus, H., Mangurian, C., (2020). Schizophrenia. The New England Journal of 
Medicine, 382(6), 583–584. https://doi.org/10.1056/NEJMc1915943 




 The evolution of the U.S. mental health system since the 1950s  
 People with disabilities experiencing homelessness or incarceration  
 Community mental health service provision and traditional housing modes  
 The founders and founding of the Housing First model  





Aubry, T., Cherner, R., Ecker, J., Jetté, J., Rae, J., Yamin, S., Mcwilliams, N. (2015). 
 Perceptions of Private Market Landlords Who Rent to Tenants of a Housing First 
 Program. American Journal of Community Psychology, 55(3-4), 292–303. 
 https://doi.org/10.1007/s10464-015-9714-2 
 
Evans, J., Collins, D., & Anderson, J. (2016). Homelessness, bedspace and the case for Housing 
 First in Canada. Social Science & Medicine, 168, 249–256. 
 https://doi.org/10.1016/j.socscimed.2016.06.049 
 
Padgett, D., Henwood, B., & Tsemberis, S. (2016). Housing first: ending homelessness, 





Unit 7: An Effort Towards a Grand Challenge for Social Work  
Topics  
The triage intake system of the Housing First model using the Vulnerability Index -
Service Prioritization Decision Assistance Tool (VI-SPDAT)  
 
Evidence of housing stability and cost-effectiveness within the Housing First model 
in the U.S. and other countries.  
 
Required Readings 
Aquin, J., Roos, L., Distasio, J., Katz, L., Bourque, J., Bolton, J., Sareen, J. (2017). Effect of 
 Housing First on Suicidal Behaviour: A Randomised Controlled Trial of Homeless 
 Adults with Mental Disorders. The Canadian Journal of Psychiatry, 62(7), 473–481. 
 https://doi.org/10.1177/0706743717694836 
 
Goering, P., & Streiner, D. (2015). Putting Housing First: The Evidence and Impact. The 
 Canadian Journal of Psychiatry, 60(11), 465–466. 
 https://doi.org/10.1177/070674371506001101 
 
Kriegel, L., Henwood, B., & Gilmer, T. (2016). Implementation and Outcomes of Forensic 
  
Housing First Programs. Community Mental Health Journal, 52(1), 46–55. 
 https://doi.org/10.1007/s10597-015-9946-5 
 
Macnaughton, E., Stefancic, A., Nelson, G., Caplan, R., Townley, G., Aubry, T., Goering, P. 
 (2015). Implementing Housing First Across Sites and Over Time: Later Fidelity and 
 Implementation Evaluation of a Pan‐Canadian Multi‐site Housing First Program for 
 Homeless People with Mental Illness. American Journal of Community Psychology, 
 55(3-4), 279–291. https://doi.org/10.1007/s10464-015-9709-z 
 
Padgett, D., Henwood, B., & Tsemberis, S. (2016). Housing first: ending homelessness, 









              A Theory of Human Motivation 
Required Readings 
Abulof, U. (2017). Introduction: Why We Need Maslow in the Twenty-First Century. Society 
 (New Brunswick), 54(6), 508–509. https://doi.org/10.1007/s12115-017-0198-6 
 
D'Souza, J., & Gurin, M. (2016). The universal significance of Maslow’s concept of self-
 actualization.  The Humanistic Psychologist, 44(2), 210–214. 
 https://doi.org/10.1037/hum0000027 
 
Healy, K., (2016). A Theory of Human Motivation by Abraham H. Maslow - reflection. The 
 British  Journal of Psychiatry., 208(4), 313–313. https://doi.org/info:doi/ 
 
  Maslow, A., (1943). A theory of human motivation. The Psychological Review., 50(4), 370–
 396. https://doi.org/info:doi/ 
 
  Taormina. (n.d.). Maslow and the Motivation Hierarchy: Measuring Satisfaction of the Needs. 








 The history of syringe exchange programs 
 
 Medication-assisted treatment (MAT) 
 
 Narcan/ Naloxone 
 




Blume, A., Lovato, L., Marlatt, G., & Tatarsky, A. (2010). Empowering the disempowered: 
 harm reduction with racial/ethnic minority clients. Journal of Clinical Psychology, 
 66(2), 189–200. https://doi.org/10.1002/jclp.20668 
 
Daveluy, A., Géniaux, H., Baumevieille, M., Létinier, L., Matta, M., Lazès-Charmetant, A.,  
 Guéroult, P. (2018). Parachuting psychoactive substances: Pharmacokinetic clues for 
 harm reduction. Addictive Behaviors, 78, 173–177. 
 https://doi.org/10.1016/j.addbeh.2017.11.021 
 
Denning, L. (2017). Over the Influence, Second Edition: The Harm Reduction Guide to 
 Controlling Your Drug and Alcohol Use. Guilford Publications. Chapters 1-5 
 
Faulkner-Gurstein, R. (2017). The social logic of naloxone: Peer administration, harm 
 reduction, and the transformation of social policy. Social Science & Medicine, 180. 
 Retrieved from http://search.proquest.com/docview/1911206021/ 
Logan, D., Marlatt, G., Marlatt, G., & Tatarsky, A. (2010). Harm reduction therapy: a practice‐




Unit 10: Harm Reduction Overview  
Topics  
 Contemporary prominent proponents of Harm Reduction 
  
 Harm Reduction International’s position statement of the primary characteristics of Harm              
 Reduction 
  
 Integrative Harm Reduction Psychotherapy (IHRP) 
 
Required Readings 
Denning, L. (2017). Over the Influence, Second Edition: The Harm Reduction Guide to 




Normand, J., Li, J., Thomson, N., & Jarlais, D. (2013). Harm reduction. Journal of Food and 
 Drug Analysis, 21(4), S10–S12. https://doi.org/10.1016/j.jfda.2013.09.022 
Paylor, I. (2018). A Short Reply to the “Epistemology of Harm Reduction.” British Journal of 
 Social  Work, 48(2), 525–530. https://doi.org/10.1093/bjsw/bcx048 
 
Switzer, S., Guta, A., de Prinse, K., Chan Carusone, S., & Strike, C. (2015). Visualizing harm 
 reduction: Methodological and ethical considerations. Social Science & Medicine, 133, 
 77–84. https://doi.org/10.1016/j.socscimed.2015.03.040 
 
Tiderington, E., Stanhope, V., & Henwood, B. (2013). A qualitative analysis of case managers’ 
 use of  harm reduction in practice. Journal of Substance Abuse Treatment, 44(1), 71–77. 
 https://doi.org/10.1016/j.jsat.2012.03.007 
 
Tatarsky, K. (2010). Integrative harm reduction psychotherapy: a case of substance use, multiple 
 trauma, and suicidality. Journal of Clinical Psychology, 66(2), 123–135. 
 https://doi.org/10.1002/jclp.20666 
 
Unit 11: Carl Rogers   
Topics   
 Characteristics of the fully-functioning person 








Csillik, A. (2013). Understanding Motivational Interviewing Effectiveness: Contributions From 
 Rogers’ Client-Centered Approach. The Humanistic Psychologist, 41(4), 350–363. 
 https://doi.org/10.1080/08873267.2013.779906 
Joseph, S. (2020). Why We Need a More Humanistic Positive Organizational Scholarship: Carl 
 Rogers’ Person-Centered Approach as a Challenge to Neoliberalism. The Humanistic 
 Psychologist, 48(3),  271–283. https://doi.org/10.1037/hum000015 
Miller W., & Moyers, T. (2017). Motivational interviewing and the clinical science of Carl 
 Rogers. Journal of Consulting and Clinical Psychology., 85(8), 757–766. 
 https://doi.org/info:doi/ 
Savite, S. (2020). The Neurobiology of Carl Rogers’ Person Centered Approach: A 





Unit 12: Foundations of Motivational Interviewing     
Topics   
            Engagement and Disengagement 
 Open-ended questions  
 Affirmations  




Armstrong, G., Atkin-Plunk, C., & Gartner, N. (2016). Perceptions of Motivational 
 Interviewing:  Validation of the Client Evaluation of Motivational Interviewing Scale 
 With Probation Clients. Criminal Justice and Behavior, 43(8), 1095–1106. 
 https://doi.org/10.1177/0093854816639082 
 
Brown, R., Abrantes, A., Minami, H., Prince, M., Bloom, E., Apodaca, T., Hunt, J. (2015). 
 Motivational Interviewing to Reduce Substance Use in Adolescents with Psychiatric 
 Comorbidity. Journal of Substance Abuse Treatment, 59, 20–29. 
 https://doi.org/10.1016/j.jsat.2015.06.016 
 
   Rosengren, D. (2017). Building Motivational Interviewing Skills, A Practitioner Workbook.  
 Second Edition. Guilford Publications. Chapters 1-3 
Unit 13: Foundations of Motivational Interviewing     
 
Topics    
 Evocative questions  
 Recognizing, reinforcing, and eliciting change talk managing resistance  
 Opening a session or topic  




Gance-Cleveland, B., Ford, L., Aldrich, H., Oetzel, K., Cook, P., Schmiege, S., & Wold, M. 
 (2017). Technology to Support Motivational Interviewing. Journal of Pediatric 
 Nursing, 35, 120–128. https://doi.org/10.1016/j.pedn.2017.03.014 
 
Oh, H., & Lee, C. (2016). Culture and motivational interviewing. Patient Education and 
 Counseling, 99(11), 1914–1919. https://doi.org/10.1016/j.pec.2016.06.010 
 
Rosengren, D. (2017). Building Motivational Interviewing Skills, A Practitioner Workbook. 







Unit 15: Summative Experience  
Topics  
 Course Review 
 Wrap Up  





University Policies and Guidelines 
Attendance Policy 
Students are expected to attend every class and to remain in class for the duration of the unit. 
Failure to attend class or arriving late may impact your ability to achieve course objectives which 
could affect your course grade. Students are expected to notify the instructor by email 
(xxx@.edu) of any anticipated absence or reason for tardiness. 
University policy permits students to be excused from class for the observance of religious holy 
days. This policy also covers scheduled final examinations which conflict with students’ 
observance of a holy day.  Students must make arrangements in advance to complete classwork 
that will be missed, or to reschedule an examination, due to holy days’ observance. 
Please refer to the School of Social Work Student Handbook for additional information on 
attendance policies. 
Academic Conduct 
Plagiarism – presenting someone else’s ideas as your own, either verbatim or recast in your own 
words – is a serious academic offense with serious consequences. Please familiarize yourself 
with the discussion of plagiarism in SCampus in Part B, Section 11, “Behavior Violating 
University Standards” https://policy.edu/scampus-part-b/.  Other forms of academic dishonesty 
are equally unacceptable.  See additional information in the university policies on scientific 
misconduct, http://policy.edu/scientific-misconduct. 
Unit 14: Foundations of Motivational Interviewing  
Topics  
 Decisional Balance and Motivation 
 Building Self-efficacy 
 Offering a concern  
 Negotiating a treatment plan 
 
Required Readings 
Thurstone, C., Lee, J., & Hunter, S. (2018). Motivational Interviewing Skill Building. Journal 
of the American Academy of Child & Adolescent Psychiatry, 57(10), S113–S113.  
 https://doi.org/10.1016/j.jaac.2018.07.539 
 
Rosengren, D. (2017). Building Motivational Interviewing Skills, A Practitioner Workbook. 







Student Counseling Services (SCS)– 24/7 on call 
Free and confidential mental health treatment for students, including short-term psychotherapy, 
group counseling, stress fitness workshops, and crisis intervention. 
https://engemannshc..edu/counseling/ 
  
National Suicide Prevention Lifeline - 1-800-273-8255 
Provides free and confidential emotional support to people in suicidal crisis or emotional distress 
24 hours a day, 7 days a week. http://www.suicidepreventionlifeline.org 
  
Relationship & Sexual Violence Prevention Services (RSVP) -- 24/7 on call 
Free and confidential therapy services, workshops, and training for situations related to gender-
based harm. https://engemannshc.edu/rsvp/ 
  
Sexual Assault Resource Center 
For more information about how to get help or help a survivor, rights, reporting options, and 
additional resources, visit the website: http://sarc.edu/ 
  
Office of Equity and Diversity (OED)/Title IX compliance –  
Works with faculty, staff, visitors, applicants, and students around issues of protected class. 
https://equity..edu/ 
  
Bias Assessment Response and Support 
Incidents of bias, hate crimes, and micro aggressions need to be reported allowing for 
appropriate investigation and response. https://studentaffairs..edu/bias-assessment-response-
support/ 
  
Student Support & Advocacy – (213) 821-4710 
Assists students and families in resolving complex issues adversely affecting their success as a 
student EX: personal, financial, and academic. https://studentaffairs..edu/ssa/ 
  
Diversity  – https://diversity..edu/  
Tabs for Events, Programs, and Training, Task Force (including representatives for each school), 
Chronology, Participate, Resources for Students 
 
Statement about Incompletes 
The Grade of Incomplete (IN) can be assigned only if there is work not completed because of a 
documented illness or some other emergency occurring after the 12th week of the semester. 
Students must NOT assume that the instructor will agree to the grade of IN. Removal of the 
grade of IN must be instituted by the student and agreed to be the instructor and reported on the 
official “Incomplete Completion Form.” 
Policy on Late or Make-Up Work 




circumstances.  If the paper is late without permission, the grade will be affected. 
Policy on Changes to the Syllabus and/or Course Requirements 
It may be necessary to make some adjustments in the syllabus during the semester in order to 
respond to unforeseen or extenuating circumstances. Adjustments that are made will be 
communicated to students both verbally and in writing. 
Code of Ethics of the National Association of Social Workers (Optional) 





The primary mission of the social work profession is to enhance human wellbeing and help meet 
the basic human needs of all people, with particular attention to the needs and empowerment of 
people who are vulnerable, oppressed, and living in poverty. A historic and defining feature of 
social work is the profession’s focus on individual wellbeing in a social context and the well-
being of society. Fundamental to social work is attention to the environmental forces that create, 
contribute to and address problems in living.  
Social workers promote social justice and social change with and on behalf of clients. “Clients” 
is used inclusively to refer to individuals, families, groups, organizations, and communities. 
Social workers are sensitive to cultural and ethnic diversity and strive to end discrimination, 
oppression, poverty, and other forms of social injustice. These activities may be in the form of 
direct practice, community organizing, supervision, consultation administration, advocacy, social 
and political action, policy development and implementation, education, and research and 
evaluation. Social workers seek to enhance the capacity of people to address their own needs. 
Social workers also seek to promote the responsiveness of organizations, communities, and other 
social institutions to individuals’ needs and social problems.  
The mission of the social work profession is rooted in a set of core values. These core values, 
embraced by social workers throughout the profession’s history, are the foundation of social 
work’s unique purpose and perspective:  
▪ Service  
▪ Social justice  
▪ Dignity and worth of the person  
▪ Importance of human relationships  
▪ Integrity  
▪ Competence 
 
This constellation of core values reflects what is unique to the social work profession. Core 
values, and the principles that flow from them, must be balanced within the context and 
complexity of the human experience.  
Complaints 
If you have a complaint or concern about the course or the instructor, please discuss it first with 
the instructor. If you feel cannot discuss it with the instructor, contact the chair of the 
Department. If you do not receive a satisfactory response or solution, contact your advisor and/or 




Tips for Maximizing Your Learning Experience in this Course (Optional) 
✓ Be mindful of getting proper nutrition, exercise, rest, and sleep.  
✓ Come to class. 
✓ Complete required readings and assignments BEFORE coming to class.  
✓ BEFORE coming to class, review the materials from the previous Unit AND the current 
Unit, AND scan the topics to be covered in the next Unit. 
✓ Come to class prepared to ask any questions you might have. 
✓ Participate in class discussions. 
✓ AFTER you leave class, review the materials assigned for that Unit again, along with 
your notes from that Unit.  
✓ If you don't understand something, ask questions. Ask questions in class, during office 
hours, and/or through email.   


































Appendix A: Academic Dishonesty Sanction Guidelines 
                          
 
Violation Recommended Sanction for Undergraduates* 
Copying answers from other students on any 
course 
work.** 
F for the course. 
One person allowing another to cheat from his/her 
exam 
or assignment. 
F for both persons. 
Possessing or using material exam (crib sheets, 
notes, books, etc.) which is not expressly 
permitted by the instructor. 
F for the course. 
Continuing to write after the exam has ended. For course. 
Taking an exam from the room and later claiming 
that the instructor lost it. 
F for the course and recommendation for further 
disciplinary 
action (possible suspension). 
Changing answers after the exam has been 
returned. 
F for the course and recommendation for further 
disciplinary 
action (possible suspension). 
Fraudulent possession of exam prior to 
administration. 
F for the course and recommendation for 
suspension. 
Obtaining a copy of an exam or answer key prior 
to administration 
Suspension or expulsion from the university; F for 
the course. 
Having someone else complete coursework for 
oneself. 
Suspension or expulsion from the university for 
both 
students; F for the course. 
Plagiarism – Submitting another’s work as one’s 
own or giving an improper citation. 
F for the course. 
Submission of purchased term papers or papers 
done by others. 
F for the course and recommendation for 
further disciplinary action (possible 
suspension). 
Submission of the same assignment to more than 
one instructor, where no previous approval has 
been given. 
F for both courses. 
Unauthorized collaboration on an assignment. F for the course for both students. 
Falsification of information in admission applications 
(including supporting documentation). 
Revocation of university admission without the 
opportunity to reapply. 
Documentary falsification (e.g., petitions and 
supporting materials; medical documentation). 
Suspension or expulsion from the university; F 
for the course when related to a specific course 
Plagiarism in a graduate thesis or dissertation. Expulsion from the university when discovered 
prior to graduation; revocation of degree when 
discovered subsequent to graduation.*** 
*Assuming first offense   
**Exam, quiz, tests, assignments or other course 
work.                                                                                                                                                                                  
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SOWK 646 Assignment #1 
Housing First Historical Context, Overview, Efficacy and Ethics Paper 
 
This assignment is weighted as 30% of the SOWK 646 course grade. 
 
Due during the final week of the term.  
 
The initial assignment for SOWK 646 is an opportunity to demonstrate knowledge gained in 
Units 1-6 of the Housing First model. 
 
The objective of this assignment is to demonstrate an understanding of the history of the model 
development, an overview of the overall model as well as its efficacy and ethics. 
 
In this 5-8 page paper students are being asked to address: 
 
• The historical context of the development of the housing first model.  
This context involves the evolution of the U.S. mental health system since the 1950s including 
any intersections between that history and people with disabilities experiencing homelessness or 
incarceration. The context also involves community mental health service provision and 
traditional housing modes.  A call for social justice: the over-representation of minority groups in 
prison and amongst the homeless  
 
• A description of the founders and founding of the Housing First model. This description 
is to include an overview of the Housing First model with a detailed description of 
fidelity standards as well as noting the classical and contemporary humanistic theories 
braided into the Housing First model. 
 
• A description of the Vulnerability Index -Service Prioritization Decision Assistance Tool 
 (VI-SPDAT) and its role within the Housing First model.  Identifies the fit between the 
 Housing First model using VI-SPDAT and the NASW Code of Ethics as well as the 
 Grand Challenges for Social Work. 
 
• A literature review indicating the evidence regarding housing stability and cost-
effectiveness within the housing first model domestically as well as internationally. 
 
There are motivations and opportunities provided for academic writing skill development in this 
course. Students are asked to write this paper in the APA 7 format. Students are asked to write 
this paper to cite a minimum of eight academic sources for this paper. Students may use sources 
on the syllabus or outside of the course reading material.  
 
There are motivations and opportunities provided for organizational skill development in this 
course. Students are asked that their written assignment is to be emailed/uploaded to the 
assignment page by a date to be determined by the instructor. Assignments submitted after the 







Goals Objective Possible Points  Points Earned 
Identify and describe the 
historical context of the 
development of the 
housing first model. 
 
Demonstrate an 
understanding of the 
context of the origin 
of the Housing First 
model. 
Total Possible Points 25 
 
The paper describes the U.S. Mental 
Health system since the 1950s. 
    /10 Points   
 
The paper identifies the planned 
community mental health service 
provision and traditional social 
service housing models and any lack 
of congruency with changes to 
psychiatric hospital services over 
time.   
  /5 Points 
  
The paper identifies possible 
intersections between the U.S. Mental 
Health system, the criminal justice 
system, and homelessness for people 
with disabilities.  
   /10 Points   
 
A detailed description of 
the Housing First model. 
Demonstrate an in-
depth understanding 
of the overall theory. 
Total Possible Points 25 
 
The paper provides a description of 
the founders and founding of the 
Housing First model. 
   /10 Points   
 
The paper provides an overview of 
the Housing First model with a 
detailed description of fidelity 
standards. 
   /10 Points   
 
The paper identifies the classical and 
contemporary humanistic theories 
braided into the Housing First model 
as service provision. 
    /5 Points   
 
 
Housing first model 
within the larger context 
of the profession of social 
work.  
 
Demonstrate an  
in-depth 
conceptualization of 
the ethics of the 
Housing First model 
and its fit within the 
larger context of the 
Total Possible Points 25 
 
The paper provides a description of 
the Vulnerability Index -Service 
Prioritization Decision Assistance 
Tool (VI-SPDAT) and its role within 
the Housing First model.  









   Total earned points out 










is provided as papers 
submitted after the 
assignment due date 
(without approved 
extensions prior to 
the assignment due 
date) will be 
penalized 5 points for 
each day late. 
Opportunity to improve academic 
writing skills  
 
 
Motivation to improve academic 
writing skills is provided as papers 
submitted with noticeable areas of 
improvement with APA-7 format, 
less than eight academic sources, 
grammar errors, paraphrasing 
improvement needs, etc., will receive 
editing teaching points from the 










The paper identifies the fit between 
the Housing First model using VI-
SPDAT and the NASW Code of 
Ethics. 
   /10 Points 
 
The paper identifies the fit between 
the Housing First model using VI-
SPDAT and the Grand Challenges for 
Social Work. 
   /5 Points 
Examine the efficacy of 
the  Housing First model 




well as within the 
U.S.) related to 
evidence regarding 
the efficacy of the 
Housing First model 
located from a 
literature review. 
 
Total Possible Points 25 
 
The paper describes the research data 
related to evidence regarding the 
housing stability of tenants placed in 
the Housing First model. 
   /15 Points 
 
The paper describes the research data 
related to evidence regarding the 
cost-effectiveness of the Housing 
First model.  






SOWK 646 Assignment #2 
Harm Reduction Historical Context, Overview, Public Health, Psychotherapy, and Efficacy 
Paper 
 
This assignment is weighted as 30% of the SOWK 646 course grade. Due during the final week 
of the term. 
 
The second assignment for SOWK 646 is an opportunity to demonstrate knowledge gained in 
Units 7-11 of Harm Reduction. 
 
The objective of this assignment is to demonstrate an understanding of the history of the model 
development, an overview of the overall model as well as its efficacy and ethics. 
 
In this 5-8 page paper students are being asked to address: 
 
• The historical context of the development of Harm Reduction.  
 This context involves the domestic and international public health approaches of 
 methadone clinics (as well as the utility of Buprenorphine, and Naltrexone), syringe 
 exchange programs, human immunodeficiency virus (HIV) acquired immunodeficiency 
 syndrome (AIDS), and Narcan/ Naloxone.  
 
• An overview of Harm Reduction including a description of the contemporary prominent 
proponents of Harm Reduction, Harm Reduction International’s position statement of the 
primary characteristics of Harm Reduction, SAMHSA’s position on Narcan/ Naloxone.  
  
• An in-depth description of the seven therapeutic tasks of Integrative Harm Reduction 
Psychotherapy.    
 
• A literature review indicating the evidence regarding Harm Reduction interventions with 
the use of alcohol as an effort to reduce road trauma, medication-assisted therapy’s 
relationship with the risk of relapse, the cost-effectiveness of syringe exchange programs, 
and the Narcan/Naloxone relationship to opioid overdose-related deaths.  
 
There are motivations and opportunities provided for academic writing skill development in this 
course. Students are asked to write this paper in the APA 7 format. Students are asked to write 
this paper to cite a minimum of eight academic sources for this paper. Students may use sources 
on the syllabus or outside of the course reading material.  
 
There are motivations and opportunities provided for organizational skill development in this 
course. Students are asked that their written assignment is to be emailed/uploaded to the 
assignment page by a date to be determined by the instructor. Assignments submitted after the 







Goals Objective Possible Points  Earned Points 
Identify and describe the 
historical context of the 
development of Harm 
Reduction.  
Demonstrate an 
understanding of the 
context of the origin 
of Harm Reduction. 
Total Possible Points 25 
 
The paper describes the domestic and 
international public health 
approaches of methadone clinics (as 
well as the utility of Buprenorphine, 
and Naltrexone). 
   /10 Points 
 
The paper identifies the historical 
context and initial debate regarding 
the initiation of syringe exchange 
programs to reduce the incidence of 
the human immunodeficiency virus 
(HIV) and acquired 
immunodeficiency syndrome (AIDS). 
   /10 Points      
  
The paper describes the history, 
utility, delivery methods, and 
advocacy of the medication Narcan 
also known as Naloxone. 
   /5 Points   
 
 
A detailed description of 
the  Harm Reduction. 
Demonstrate an in-
depth understanding 
of the overall theory. 
Total Possible Points 25 
 
The paper provides an overview of 
Harm Reduction including Harm 
Reduction International’s position 
statement of the primary 
characteristics of Harm Reduction. 
   /10 Points   
 
The paper offers a description of the 
contemporary prominent proponents 
of Harm Reduction.  
   /10 Points   
 
The paper provides a description of, 
as well as SAMHSA’s position on 
Narcan/ Naloxone.   
   /5 Points    
 
 
An appreciation of Harm 
Reduction as macro public 
health policy and clinical 
practice.    
 




Total Possible Points 25 
 
The paper provides an in-depth 








   Total earned points 











is provided as papers 
submitted after the 
assignment due date 
(without approved 
extensions prior to 
the assignment due 
date) will be 
penalized 5 points for 
each day late. 
Opportunity to improve academic 
writing skills  
 
 
Motivation to improve academic 
writing skills is provided as papers 
submitted with noticeable areas of 
improvement with APA-7 format, 
less than eight academic sources, 
grammar errors, paraphrasing 
improvement needs, etc., will receive 
editing teaching points from the 








tasks of Integrative Harm Reduction 
Psychotherapy.  
 
   /25 Points     
Examine the efficacy of 





well as within the 
U.S.) related to 
evidence regarding 
the efficacy of   Harm 
Reduction located 
from a literature 
review. 
 
Total Possible Points 25 
 
The paper offers a description of the 
evidence regarding Harm Reduction 
interventions with the use of alcohol 
as an effort to reduce road trauma as 
well as (Methadone, Buprenorphine, 
and Naltrexone) medication-assisted 
therapy’s relationship with the risk of 
relapse. 
   /10 Points   
 
The paper identifies the evidence 
regarding Harm Reduction 
interventions the efficacy and cost-
effectiveness of syringe exchange 
programs. 
   /10 Points   
 
The paper provides the Narcan/ 
Naloxone relationship to opioid 
overdose-related deaths. 






Assignment 3 Humanistic Clinical Skill Rehearsal  
Motivational Interview Role-Play Video Recording and Self-Analysis 
  
This assignment is weighted as 30% of the SOWK 646 course grade. 
 
The purpose of the Assignment 3 is humanistic clinical skill rehearsal and skill development. 
Assignment 3 asks students to apply clinical skills learned in Units 1-14. Assignment 3 has two 
components, a role play, and a reflective analysis paper.  
 
The objective of assignment 3 is preparation and experiential learning from rehearsal. Ideally, 
students will gain a deeper understanding of skills learned in the classroom via the application of 
skills within the context of a recorded role-play session.   
 
In the first component, the student is being asked to make a video recording of an unscripted 
spontaneous role-play therapy session on Zoom. The student is being asked to serve in the role of 
the therapist. SOWK 646 students will be provided with a case vignette of a client at the 
conclusion of Unit 11. The case vignette provides some biopsychosocial spiritual information 
that would be obtained in a preliminary assessment. The student is asked to find a volunteer to 
play the role of a social service client. The volunteer may be a classmate, a colleague, a family 
member, or a friend over the age of 18.  
 
Students are being asked not to write a script for the therapy session. The purpose of the 
assignment is to approach the session as one would in clinical practice.   
 
Students are asked to conduct a 30-45 minute session to experience the pace and depth of a full 
therapy session. During the session, the student will operationalize Motivational Interviewing 
intervention skills and techniques. Harm Reduction and/or Client-Centered Therapy skills and 
techniques may also be utilized. Examples of interventions may include but are not limited to:  
Engagement, asking open questions, affirmations, summaries, active listening, reflection, 
developing discrepancy, cognitive dissonance, instilling self-efficacy, resolving ambivalence, 
decisional balance, etc. There is no expectation of a minimum or a maximum number of 
interventions, however, those offered should be appropriate to the “clients” presenting problem.   
 
The objective of the second component of assignment 3 is for reflection on the ability to 
operationalize the spirit of the Motivational Interviewing therapist i.e. partnership, compassion, 
evocation, and acceptance as well as the use of techniques. The student is being asked to review 
the recorded therapy session and write a reflective paper with a self-study of their work in the 
room with a client. The reflective paper written is approximately 3-5 pages consists of a 
discussion of the following:  
  
Introduce the Client  
 
•  Describe the client’s age, gender, ethnicity, race, sexual orientation, spirituality, or other 
 relevant social identities. 
  
•  Describe the presenting problem. Include biopsychosocial spiritual material which relates 
 to an appreciation of the client’s presenting problem. The student is being asked to 




 change for each goal, the level, and duration of ambivalence, the level of self-efficacy 
 and opportunity to improve it, etc.   
 
Self-Study of the Use of Clinical Skills and Techniques 
The student is being asked to assess this preliminary attempt at utilizing 5 skills/interventions 
operationalized in the role play. The student is being asked to include quotes from the 
motivational interview dialogue that is being evaluated. The student should use quotes and/or 
describe how they used the intervention/skills within the session. The student is being asked to 
share the clinical rationale and intent of the skill/intervention demonstrated as well as the 
outcome. The student is being asked if the techniques any modifications you would make to your 
use of the skill/intervention.  
 
Personal Reflection 
The student is being asked to reflect on their capacity to implement Motivational Interviewing 
and Harm Reduction interventions that were discussed throughout the course. The student is 
being asked to acknowledge growth areas where continued study and practice that may remain at 
the end of the SOWK 646 course.  
 
Students are being asked to write the paper in APA 7th edition format guidelines, including a 
cover page, and reference page. Outside resources must be cited utilizing in-text citations and an 
alphabetical listing of the references on the reference page.  
 
The student is being asked to submit the written assignment by uploading it to the platform by a 
date to be determined by the instructor. The student is being asked to email a link for the Zoom 
recording. There are motivations and opportunities provided for organizational skill development 
in this course. Assignments submitted after the due date will have 5 points deducted for every 24 




    






(40 Possible Points) 
Earned Points 
The student will be able to 
conceptualize the case 
formulation and assist in 
the client’s clarification 
construction of their goals 












The student will be able to 
proficiently offer 
Motivational Interviewing 
interventions that are 
consistent with the 
identified concerns and 
goals. 
The student will be able to utilize 
information from the assessment 
to understand the client’s goals 
consistent with a Humanistic 
modality or modalities reviewed 
in the SOWK 646 course.   
 
The student demonstrates an 
appreciation of dynamics 
occurring within the session and 
how they relate to the case 
formulation.   
The student assists the client in 
their clarification and 
construction of their goals.  
 
The student provides 
interventions that are related to 
the concerns and goals the client 
identified and will reasonably 
enable the client to move toward 
their stated goals.  
 
The student demonstrates their 
understanding of the 
Motivational Interviewing 
techniques and skills as indicated 
by their ability to operationalize 



























































Total Points/Grade   Total earned points 
out of 100 
Opportunity to improve 
organizational skills. 
Motivation to maintain 
organizational skills is 
provided as papers 
submitted after the 
assignment due date 
(without approved 
extensions prior to the 
assignment due date) will 
be penalized 5 points for 
each day late. 
  
Motivation to improve academic 
writing skills is provided as papers 
submitted with noticeable areas of 
improvement with APA-7 format, 
less than eight academic sources, 
grammar errors, paraphrasing 
improvement needs, etc., will 
receive editing teaching points 
from the instructor, and grade point 








 Written Reflection    (60 Possible Points) 
Goal Objective Comments Earned Points 
The student will improve 
their self-efficacy as a 
clinician from observation 
and reflection of 
Motivational Interviewing 
techniques and skills.  
 
 
The student recognizes and 
reflects upon strength and 
growth areas demonstrated in the 
therapy role-play.  
 
The student provides a rationale 
for techniques utilized that are 
consistent with the client’s goals 
and case formulation.  
 
The student self-evaluates 
overall aptitude in applying 
Motivational Interviewing 
techniques and skills as well as 
identifies areas of strength and 
improvement.  
The students overall written 
work is thoughtful and 
communicates ideas clearly and 
concisely.  
 
 
 
 
 
